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Child Welfare ~ 
G. COELHO, m.B., M.R.c.P., 
Bombay 


~ On the eve of independence when the power to 
plan and act is in our hands our thoughts go to those 
conditions where we are far behind. Of the many 
stich, the health of our people is the foremost because 
it is only a healthy nation with a long span of life 
that can achieve anything. Our death rate is 22-4 per 
thousand -while other countries have brought it down 
to below 10. Our expectation of life is 27 years while 
in advanced countries it is above 60 years. The health 


of a nation depends on its children. Only if they are 
healthy will they grow inio healthy men and women. 
An estimate of the health of this group may be obtained - 


by examining the mortality rate amongst them and 
the reports of medical inspectors of schools. Accord- 
ing to the annual report for 1937 of the Public Health 


Commissioner with the Government of India, out of 


a population of 272-5 million in British India, 107-3 
were children. Of these 40-6 million were between 
0—5 years, 35 million between 5—10 years, and 31-7 
million between 10—-15 years. The infant death rate is 
a good measure of the standard of child health in a com- 
munity and’ is even considered the best single measure 
of the general standard of health at all ages. 
infant mortality for India is 162 while for Bombay 
in 1945 it was 198, for New York it is 30-8 and for 
London 48, and London has such an adverse. climate. 
In Bombay in 1945 of the 40,215 total deaths, 21,670 
were in children below 15 years, i.¢., more 50 per 
cent and of these 10,125 or half of the children’s deaths 
were in infants below 1 year. ‘The percentage of 


deaths between 1 and 5 Poa was 18°4 of the total | 


deaths at all ages. For Province of Bombay, for: 


The. 


1942 in a population of 20-8 million there were 
516,548 deaths. Of these 116,350 were infants under 
1 year and out of them 24,016 died within a week 
of birth. The total deaths in 1937 in. British India 
were 6,112,375, of these 2,983,821 were below 10 years 
(48-4) and again half of these were under 1 year.. 
Deaths in children below 5 years of age formed 43 per 
cent of the total. There is thus an appalling waste 
of life. One can imagine that at least thirty millions 
of children under ten years are ill one or more times. 
every year. 

Child Welfare is concerned with the welfare of 
the child before it is conceived till adolescence and has 
for its object the maintenance of their mental and 
physical health at a standard at which it will be pos- 
sible for them to undertake the responsibilities of youth 
and later of manhood. There is a widely prevalent 
conception amongst the lay public and m Bombay 
among a large section of the medical men that children 
are diminutive adults and all that they need is one- 
eighth or one-fourth of the adult dose. But this is 
not so. The child is a growing phenomenon with 
varying dynamic speed and it has its own problem, 
circumscribed by his immaturity, growth and varied 
receptions of impressions and if I may add inftc- 
tion. Grace Abbott in her book “The Child and the 
State” writes—‘Children, it should be repeated, are 
not pocket editions of adults. Because childhood is a 
period of physical and mental growth and develop- 
ment, a period for preparation for adult responsibility 
in’ public and private life, a programme for children 
jos wy, merely an adaptation of the programme for 

Interest in the welfare of children has been from 
a comparatively recent date. In the middle ages they 
were shown no extra consideration. To-day in 
civilised countries this attitude has ed and. both 
Government and private agencies are striving to save 
more children not only from death but also from 
disease and are further striving to rear them under 
the optimum conditions of health and happiness. 

o do so certain needs of the child have to be 
attended to. At the outset let us consider’ briefly 
their basic needs and how we in India stand in regard 
to them. Their basic needs are healthy parenthood, 
adequate nutrition from the moment of conception, 
protection from infection and other inimical agencies, 
a realisation of a sense of security, facilities for their 
physical and mental development. __ 

_Healthy Parenthood—In India the public con- 
science on this point is far behind. To-day everyone 
is ‘looking forward to a happy event soon after two 
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persons have told the world they are married. Where 

marriages are arranged the parents “do 

uiries about the health of the young ‘persons and their 

family history. But these arranged marriages we 
sa 


soon give place tons‘loves 
‘though it is just in these. 


guard is liable to be forgotten, 
cases that a pre-marital medical examination would be 
most easy. Should all be examined before marriage, 
a very large perce 

few that are he 
advancing knowledge of contraceptives a married life 


would be possible even for.them. . Many countries, 


have legislated in this direction. _ We have on the 


Statute Book ‘the Sarda Act which aims at prevention 
of early marriages, and: recently in Bombay Mrs,. 
- Munshi moved’ towards the restriction of marriages 


of people with disparity of age. These measures aim 
towards a harmonious home, and that is_as important 
for ‘the child as-a comfortable home. It is very desir- 


able to cultivate an eugenic outlook. in our country. 


We should begin with the educated people first and 
then go to the working class. 


Adequate. Nutrition—Ours is a nation. that is 


living.on a deficient diet. Some compute it as a. 
daily deficit of 400 calories for each adult. This. 


applies to the expectant mother as well. In a human 
gets the first preference and if 
there is a deficit in the needs of the child the mother 
parts with her share. Hence in our country the ex- 


pectant mother is very often on short rations. Per-. 


haps with better food the birth-weight of our children 
may rise from its present level of 6 to 7 pounds ‘to 
much higher....There is a great need for the super- 


vision, of the mother’s diet. It is true that the ante-. 


natal clinics are inerearing: number, but they should 
be multiplied quickly. They do render useful service. 
But our poor peo 
I think that the diet of these mothers, where deficient, 


must be supplemented. through. special stores run by. 


Government, or employer, the former for all and. the 
latter for their employees, Canteen stores are run for, 


the army and navy where officers and men get-almost 


anything at special reduced prices and this after pay- 
ing them handsome salaries. Why should others who 
contribute towards the funds of the,Government not 
get at least. this facility ? With our level of income 
unless food is subsidised for the poor it will be a long 
long time before level of our nutrition is raised. 


In India propaganda is not needed. in 


the contrary it.is needed to dissuade them from pro- 
longed breast-feeding. Many. motliers _ half-starve 
their children as they have insufficient breast milk, 
Some are reluctant to introduce cow’s and _buffalo’s 
milk and other items like vegetables, fruits, egg and 


meat in the dietary of the child early. With some it. 
is due to poverty. With all it is due to ignorance and 


superstition, American and European babies con-. 


sume far more food and much earlier than. our child- . 


ren, and. they do better. This is one of the drives we 


need—our infants.to have more and varied food. , We.. 
want more milk in our country, We import so;many. 


e will pass the censor, but the. 
Id back will be worth it, though with 


-do not get what they need badly. , 


~ 
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* thousands of of tinned milk. With tinned 
| tail fé€éding‘of babies has become easier, but it is also 
~ possible “fresh milk. Cow’s milk is not essential, 
«te, The, diet of the jool-and"school child is also 
The poverty- cot h vegetarianism 
is greatly responsible. There is a dearth of proteins 
and fresh fruits. In the poor and lower middle 
classes fresh fruits are eaten once a week; if not less 
often. The only milk that the poor children have is 
what they have in their tea. Vegetable ghee is sup- 
planting the,.milk, products, . Starchy. food is their 
mainstay. Many a school child does not have a decent 
lunch. Most of the végetarian children, have a break- 
fast of tea.and snack, a.meal at ten, nothing in the 
afternoon, and a meal in the evening. Many of these 
children have nutritional: deficiencies, Of .. 20,018 


municipal, school. children. examined ,14,140 were, 


found suffering from one or more defects. 53-64 per 
cent of the total defects (28,665) were dental and of 
general debility where food plays an important part, 
Ill health in children is.caused. either by conge- 
nital defects, birth trauma, inadequate food and infec- 
tion. Birth trauma is responsible for many. deaths ; 
those who outlive the trauma may suffer from the 
effects of trauma. The only prevention is through 
ante-natal care and better maternity service. Though 
I. speak to you as a pediatrician this aspect of the 
child’s life is of great importance, to us, and we wel- 
come the efforts of obstetricians who are striving to 
deliver to us healthy babies while safeguarding the 
health of the mother. After: birth the child needs 
attention and care. Many a mother is ignorant and 
hence more prolonged supervision by a. health visitor 
is needed, I have already touched upon inadequate 


food. Infection contributes a big factor.in child mor-. 


tality. -A lot of it is preventable. Infection in city 
houses and even in the villages is due to over-crowding 
and insanitary methods of life... The 1931 census re- 
vealed that. in Bombay 67.,per cent of the population 
lived in rooms. occupied by five persons or less, 24 
per cent of the population in rooms occupied: by 6 to 9 
persons, 8 per cent in rooms occupied by from 10 to 19 
persons and 1 per cent in rooms housing 20 persons 
or over. Seventy-four per cent of the population lived 
in one room tenements, the average number of persons 
per room being four. If that was in 1931 what will 


me _.., it: be in 1947 ?. To that is added our ignorance and 
_The value of breast milk is universally recognised. , 
' mothers in putting their children to. the breast. On. 


unconcern about the primary rules of hygiene. We 
spit anywhere. We throw our garbage in the streets 
and in front of ours and our neighbours’ houses. We 
convert every hedge or.a wall into a latrine, and when 
we are ill, we mix with others due to ignorance 

overcrowding. ‘The standard of domestic sanitation 


is the concern of the mother. Not that. our. municipal’ 


sanitation is splendid. Health rules are not enforced 
and many guilty persons are able to evade the law or 
are punished too lightly, Better sanitation would go 
ads long way to reduce- the morbidity in our 


infancy, at least once a month in the first six 


To maintain. the health a periodic medical 
mination is.,necessary. This should ‘be frequent in 
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and orice in 2 months till 24 months, once a quarter 
in the pre-school-period and twice a year in the school. 
We have not:yet developed the habit of periodic check 
up. We-take a child to the doctor only when he is 
il. A periodic check-up leads to the discovery of early 
departures from health and keeps up a desire both 
in the parents and child of securing a good health 
school and this occasion may be utilised for preventing 
jnoculations, This periodic examination should be 


| continued through school life. Medical examination 


of school children has been in practice in India for 
many years. But reviewing the work done by. various 
provinces the Public Health Commissioner in his report 
in 1937 wrote that the. provision that exist in each 
rovince was inadequate. and that advance in this 
sch of health administration was urgently neces- 
sary. “Schemes..,for.. medical inspection of school 
children prepared in accordance’ with Government re- 
solution. No. 4110, dated. 19th July, 1940, were in 
force in the areas of the District Local Board, Bombay 
Suburban District, Ahmedabad and Panchmahals and 
those of the. Municipalities of Bombay, Bandra, 
Satara, Jalgaon, Dhulia, Amalner, Ahmedabad, Surat, 
Hubli and Gadag and also in the Ahmednagar Canton- 


‘ment area during the year 1944. During the year 


15,650. children were examined in Surat, 880 in Amal- 


ner, 3,405 in Hubli. Of the 99,239 children in muni-" 


cipal primary schools 20,018 were examined, a medi- 
cal inspector examining on an average 5,000 children 
ina year. It is true that there are many defects in 
the medical inspection of school children but it has one 
saving clause that in spite of the rush and hurry with 
which many of these examinations are carried out they 
do bring to the attention of the parents many a defect 
which may have escaped them. | The child. is. still 
growing and if wrong conditions can be detected and 
corrected early remarkable changes may be ‘noticed 
in the physical condition. In view of the paucity of 
medical attention it is hoped that with: the introduc- 
tion. of compulsory primary education, compulsory 
medical examination would be brought in. In these 
schools along, with vaccination other preventive in- 
oculations must be carried out. 
“These ate our primary’ needs. Next come the 
hospitals for’ children. In a city like’ Bombay’ we 
have only two‘ hospitals.' The number of beds 
féserved'' for diseases of children ate’ wholly in+ 
adequate. Childrén form one-third ‘of the total popula- 
tion and beds should be distributed ‘on this basis. 
Besides the’ hospital service many’ others to’ deal with 
the’ special problems of children vare’ needed. Such 
services aré for the deaf ‘and dumb, for the ‘mentally 
deficient, for the orphan} the ‘ill-treated, for ‘the 
delinquent; for ‘the® physitally’ handicapped, ‘for’ the 
patient with a chronic disease and for the cofivalescent. 
We need organisatioris to cater!for the recreation and 
the pursuit of hobbies, and forthe provision of play- 
grounds. J-have dealt. with the problem of food, sani- 
tation and \medical supervision as to me they are the 
primary -problems which we should tackle and should 
form the part of our.first five-year programme. Day 
1 day out we see poverty, horrible sanitation, 
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- | What should be our plan of action: immediately ? 
True, child health cannot be isolated from the health 
of the community, but since a beginning has to be 
made, it. should be made with the child. I would 
suggest the following brief plan: porke, 

1. A wider propaganda in health matters. In 
addition to» the special health propaganda organisa- 
tions; the daily papers, the radio and the cinema 
must be employed. It should be made compulsory 
‘for every newspaper to devote a column or two for 
health articles which should preferably ‘be’ illustrated. 
Talks on™ health and) matters bordering on health 
should: be a daily feature of the radio. Every cinema 
programme must include a health film just as war 
news were compulsorily shown. . Teaching hygiene 
and physiology in schools which is generally done by 
medical men must be more practical and the practice 
of personal hygiene and domestic sanitation should be 
included. All this cam be done without much addi- 
‘tional cost. 

2. A better enforcement of health laws is needdq. 
If for five years every offender. is severely punish 
our civic sense will .grow. 

3. Provision of better housing, demolition of 
slums and rebuilding or building of new cities. 

, +4. Establishment of more ante-natal centres and 
maternity homes and training of more midwives and 
health visitors. 

5. Canteens where milk and food would be sold 
to certified people at nominal rates. Here the vitamin 
tablets. prepared by the Government could be dis- 
tributed. 

6...Compulsory. vaccination’ against. preventible 
diseases like small-pox, whooping cough, diphtheria 
and typhoid. 

Institution of. a school-lunch,. -This lunch, to 
be subsidised by Government, Municipal Corporation 
or to be provided. by the school at cost: price. 

8. Periodic medical. examination. of.the children 
by the, establishment of child, welfare centres and school 
inspectors and provision for acting on these reports 
either through ‘the family physician or through, child- 
ren’s hospitals or clinics. 

Q, oA ‘better training the medical student in 
‘Child Health. To-day while deaths in children’ are 
half the total deaths and illness is so gre«t, the medical 
student is grudgingly given four weeks in the children’s 
wards, and some want to reduce it to'two weeks. 
think they should spend at least three months in’ these 
watds. There is still'a reluctance to grant the subject 
of ‘child health: the highest academic’ recognition, —In 
Bombay we have a University Diploma ‘in’ Pediatrics. 
But: that is not enough to encourage’ and foster the 
study of child health.» The ‘pediatricians must’ have 
for them the same academic’ recogtiition as 
iver to the ‘physicians, surgeons, obstetricians,‘ patho- 
ogists and even pharmacologists. “explained 
the problems of” childhood and they’ will be 
solved only when they are:made the concern of people 
who ‘have (made it the career of their life. 5 
woo The: child welfare’-centres, the school medical 
examinations and the children’s wards mist be under 
the ‘care of pediatricians, who have a post-graduate 
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‘degree and not under general physicians who have 
just walked through these departments in their under- 
career. 
{The Children’s’ Hospital with the Pediatrician 
should be not only for the care of disease but should 
be esentially a Child: Health Centre where all aspects 
bearing on the health of the child are considered. 
Attached to’ this should be the School Clinics, the 
Child Guidance Clinic, the Social’ Worker, the Psy- 
chiatrist; the Nutrition Officer, the School Medical 
Officer and the Health Officer, all of whom would 
jointly supervise the health of the children of the 

‘community, Only then will our object be attained. 


Industrial Medicine. 
~H. P. DASTUR, Laws, 
_ Bombay 


_ Occupational diseases were known even before 
jie Christian era, but it was only in the seventeenth 
century that Bernardino Ramazzini, an Italian phy- 
sician, pablighed a comprehensive treatise covering the 
field of occupational diseases not only of craftsmen 
and labourers but also of intellectuals. He is rightly 
‘known as the father of industrial medicine. After 
‘Ramazzini there was practically no progress, until 
the industrial revolution of nineteenth century brought 
in its vogue increased industrial hazards and a greater 
need of industrial medicine, which now began to trickle 
in from the back door in shape of various factory laws. 
Its growth however was stunted and anaemic, spotty 
‘and haphazard. It however got its real chance in the 
first world war, and attained its scientific manhood in 
the second world war, whose one crying need was con- 
‘servation of man-power, and this was only possible 
through conservation of the ‘health of the worker. In- 
dustrial medicine achieved this and so well, that friend 
_ or foe, all realised that for winning the war it was in- 
dispensable. It was also soon clear that without it no 
country could win a real peace or keep it. 
An eminent leader of industrial medicine has 
made out, and rightly, that “Production comes from 
people and not. machines.” And the purpose of this 
Ppaper-is to rouse.in this direction the conscience of the 
industrialists, of the Government, but most of all,’.of 
the medical profession... 
_ What is industrial medicine? 
tries to increase the productive efficiency 
common. worker by so improving his living and work- 
ing conditions. as. to enable him to) acquire more 
healthy physical, mental: and moral outlook both re- 
garding his work, and his whole life... Industrial 
medicine is improvement of environmental hygiene. 
This. however, is only. the., physical, side of industrial 
medicine, It. has. other .sides too. | Every doctor 
knows, that. mental health is as necessary as physical 
health for any kind :of,efficiency. Besides having loco- 
motion and. sense organs a worker has also feelings 
and sentiments. These too. have to be! respected and 
handled rightly to. get the best out.of him/. And how 
does, industrial medicine. all, this,? It: does so 


through preplacement and, periodic medical examina- 
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tions, accident-prevention, through a systematic plant 
survey securing control of industrial-chemical poisons, 
dust, fumes; vapours etc., through correcting wrong 
posture, poor ventilation, bad illumination, “andiss noise 
ete., through colour conditioning of machines and 
work-rooms to lessen eye-strain and general fatigue, 
through music, through proper nutrition to build up 
resistance, through personal counselling to relieve: the 
anxieties, the tensions, and the mal-adjustments of 
individual employees as manifested in the working 
situation ete. 

The above is certainly an ambitious programme, 
and it calls for a heavy capital expenditure over costly 
equipment, and services of all sorts of specialists of 
medicine, engineering, chemistry and physics, colotit 
and music experts, sociologists, statisticians, artists 
etc. No single factory, however large, can be expect- 
ed to implement such a programme in full through 
its own résources and organization. But even a small 
factory can and should implement in its own interest 
as much of the above programmesas possible on its 
own hook. Though much is possible this way, the 
fact remains that for implementing the full programme 
even a big factory will need outside aid from the Gov- 
ernment or rich well-organised corporations like the 
Millowners’ Associations of Bombay and -Ahmedabad, 


“and the way they can render help is through financing 


and running an Institute of Industrial Medicine doing 
both academic and field-work. rt 
A country without an adequate public service is 
unthinkable in the modern world of progressive 
applied science, and industrial medicine is public 
health applied to gainful workers. Its main function 
is the development’ of means for the protection and 
improvement of the health of workers. This is only 
‘possible through a well-planned and efficierttly run 
Institute of Industrial Medicine. Such an institute is 
long’ overdue in India. Its very first aim should be 
proper education of all concerned into the need and 
importance of industrial medicine. Such education 
will have to be two-sided—that of the directive per- 
sonnel of the Institute, and of the industrial public. 
For the former a complete and an up-to-date reference 
library. should be built up. (and this should be done 
before any work is started at all, or as a matter of 
fact, is possible). The only such library I.am aware 
of is the one. that the house.of Tatas are. building up 
for themselves. Such an educated personnel can, then 
diffuse. proper knowledge and when required 
among the industrial and general public through lec- 
tures, films,.charts and similar other methods of edu- 
cative. propaganda, But. .the medical profession of 
India. itself. is in‘need of education in, this line; and 
it|can be imparted. to it through an all-India Associa- 
tion of Industrial. Physicians. 
There is: so much to be done regarding health 
conservation in industry and there are so few to do it. 
After educative propaganda the next most important 
activity of the institute has to be training of the neces- 
sary personnel both for institute work :and ‘field-work, 
The path of ‘least resistance would: seem to be to call 
out a few experiericed teachers:from foreign countries 
to man the institute, but this would also be a course 
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of least utility, for, the subject of industrial hygiene 
is so closely, interlaced with different phases of group 
and individual psychology, with habits, traditions, 
superstitions, hopes and fears of the workers that only 
local men who are thoroughly acquainted: with local 
conditions. of workers and know their language and 
thoroughly enter into the spirit of their life can serve 
the cause of industrial medicine effectively. So much 


depends on the personal equation of the personnel of 


the institute. It is not enough to work for workmen. 
It is also necessary to work with them for success of 
any activity of industrial medicine. India has cer- 
tainly heaps (practically everything), to learn from 
foreigners about the techniques of industrial medicine. 
A foreign teacher, however, can acquaint us with his 
own pet technique whereas facts are that in America, 
and probably also in other countries there are several 
such institutes, each developing its own technique. It 
would be far better to send out to foreign countries 
suitable Indian candidates to gee and study as many 
such techniques as possible and therefrom evolve one 


or more. techniques most suitable to Indian conditions. 


The next thing to work out is curricula for the 
academic side of the institute. To give an -analogy 
from institutes of education, while America and 
Europe are at present developing their post-graduate 
courses in industrial medicine, India has yet to organise 
its kindergarten class in the subject. Even so it will 
have to start teaching the folowing five subjects :— 

Environmental Hygiene and Occupational 
Diseases, with special’ reference to Dermatoses as there 
is no industry without its problem of Dermatitis. 

(2) Mental Hygiene and Industrial Psychology 
dealing with personnel relations. 

Industrial Toxicology. 

4) Safety Engineering. ; 

(5). Medical Statistics. 

The first four departments will have to run 
a long-term degree course as well as a short-term 
non-credit course. The fifth department need run only 
a short-term course. Graduates, who would be eligible 
for admission to this: school are :—~ 
(1) Medical, who want to qualify as industrial 
doctors. They will have to take a degree course in 
environmental hygiene and supplement it with _short- 
term courses in remaining four departments. 

(2) Medical, who want to qualify as industrial 
bagcbologists or psychiatrists for manning the person- 
nel ‘departments of industries. They will have to take 
a degree course in mental hygiene, and supplement it 
with short-term courses in the remaining four depart- 
ments. 
(3) Medical or Chemistry graduates, who want 
to specialize as industrial toxicologists or chemists. 
They wili.require a degree course in industrial toxi- 
cology plus. supplementary short-term courses in the 


remaining four. 

(4) Graduates of» social sciences desiring 
become labour officers or to man the ‘personnel depart- 
ments of:industries. _They should take a degree 
course mental hygiene and it with short- 
term courses in the remaining 
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(5) Gradutes of Mechanical and Electrical En- 
gineering aspiring to be safety engineers, They will 
need a degree course in safety engineering plus short- 
term supplementary courses in the remaining four 


departments. 


But here a caution is necessary, Success in prac- 
tising industrial medicine depends so'much on the per- 
sonal equations of the personnel administering it that 
an under-graduate student should be given a chance 
to evaluate this branch of medicine for a suitable future 
field. His curricula should include a few trips to fac- 
tories and a few lectures presenting at least its scope, 
objective, future and role in preventing medicine and 
also how it can humanize industry. : 

What exactly these various courses should teach, 
how much of the training should be theoretical and 
how much practical, how much should be laboratory 
work, and how much field work in factories, how long 
the training should last and all such details will have 


“to be collected. This could only be done throggh suit- 


able persons touring foreign’ countries especially those~ 
like America, Russia, England etc. where ‘such train- 
ing is most advanced, and visiting as many schools 
as possible to study their routine and evolve from such 
information one or more techniques most suitable to 
Indian conditions. 5 

The most important service, however, and inci- 
dentally the most paying service that such an institute 
can render is consultative service. Moreover, such a 
service is also necessary to secure enough field work 
absolutely necessary for students training at the insti- 
tute. Such a consultative service can be varied and 
quite ‘extensive. It can render services like :— 

(1) Evaluation of the industrial environment and 
recommendations regarding needed correction of those 
conditions found to be detrimental to health. 

(2) Advice regarding toxicity of materials or 

esses. 
(3) Provision of necessary laboratory services 
both clinical and physical. 
, (4) Assistance in developing, maintaining and 
analyzing absenteeism records, and health education 


programmes. = 

(5) Promotion of adult hygiene programmes in 
industry etc. 

. Such consultative service can also help towards 
solving problems of personal: hygiene of workers, and 
problems. of environmental hygiene of factories. Re- 
garding personal hygiene services that can. be given to 
the industrial worker would be :— _ - 

(1) Communicable disease control, including 
venereal diseases and tuberculosis and immunization 
of workers, (2) Rehabilitation. (3)»Dental hygiene. . 
(4) Nutrition. . (5) Mental hygiene. (6) Laboratory 
services of all types. (7) Statistical services. (8): 
Public health education. (9) Promotion of general 
medical care programmes: » (10). Welfare programines, 


etc, 
Services: that can be given in connection ‘with 


environmental hygiehe are :— 


(1) Control of working environment, 
General sanitation, 


re 
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(3). Water-supply. 

(4 Industrial waste disposal. 

(5) Food ‘sanitation. 

_ (6) Control of insect-borne diseases, ete. 


"But before an Institute of Industrial Medicine'can 


render such consultative service it will have to.run an 
elaborate research department and employ all sorts of 
specialists—doctors, engineers, chemists, physicists, 
statisticians, colour specialists, professors of social 
sciences and even music experts, etc. All this. will 
‘mean a huge expense, but the best part of such con- 
‘sultative services is that if well-organised and fully 
equipped they can not only be self-supporting but can 
pay handsome dividends. Such institutes in foreign 

countries seem to, be run on lines of societies seeking 
membership from industrial concerns, small or large, 
on payment of a specified fee according to the number 
of workers employed by a factory. Such membership 
- is privileged.to refer all its problems of industrial 


hygiene to the institute and to receive automatically - 


certain services and literature free of charge or. at 
concession. rates. Non-members are also served by 
such institutes but on payment of full fees for Saal 
service rendered. 


To sum up, a constructive feature thet crops up 
quite prominently through the destruction of the last 
war is to make explicit what was so far implicit that 
no. trouble or expense is too. much if it goes to 
preserve and improve the health of industrial workers. 
Educative propaganda, however, is necessary to 
create an inteligent and practical appreciation amongst 
leaders .of Indian industries, both executive and tech- 
nical, regarding the importance of Industrial Medicine. 
A well-or Sana Institute of Industrial Medicine alone 
can do this effectively. Such an institute is best 


manned by local men who understand thoroughly local - 


conditions, but the technique of running such institutes 
is new knowledge to. India, and so. selected persons 
should tour other countries to find’ out which tech- 
nique or techniques will suit Indian conditions best. 
The most useful work such an institute can undertake 
is consultative services for industries. These can be 
varied and very extensive. An elaborate research 
department will be necessary, and though this will call 
for ah se, it will moré than repay the ex- 


pense in the long run if the instittite is run on lines” 


of a society seeker of industries on pay- 
ment ‘of a speci 
© Such is industrial medicine: Ie ig 
and. mental hygiene: is something 
much bigger than that. It. is religion rediscovered by 
science. at vague thing: ‘known as morale, that 
much talked of but least practised management-labour 
relations, that fascinating subject of group psychology, 
ete.} are all ‘pawns on the -chess-board of industrial 
medicine. But they all move to the dictates of ancient 
truths like ‘do unto others as you wish that they 
should do unto.you.” Industrial ‘medicine teaches res- 
pect for human rights.. More important still, it 
aches that uch rights be handed wth toch, 
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The Workmen's State Insurance Bill—A Comparison with 
the National Health Insurance Act in the U, K. 


E. LLOYD JONES, M.D., 
New. Delhi 


‘You will probably have'read in the press that the 
Workmen’s State Insurance Bill was referred to’ Select 
Commitee by ‘the Dominion Parliament last’ month, 
with instructions to report to the full Assembly ‘next 
February.’ This means, in short, that the Bill is in 
an advanced stage, and may well come into operation 


towards the-end of 1948. The Bill aims at providing — 


insurance against sickness, maternity and employment 

injury for about 25 lakhs ‘of workers in perennial fac- 
tories in India. The foundation on which the whole 
scheme will be built is any thing from 1,000 to 2,000 
doctors, and it is therefore very important that you 
should. be as familiar as ‘possible with the provisions of 
‘the Bill in its present ‘stage. 

Administration—The Bill will be administered by 
the Central Board of the Workmen’s State Insurance 
Corporation, which will consist of 27 .representatives 
of the Central Government, Provincial Governments, 
employers; workmen, and the medical profession. 
‘Medical benefit will be looked after by a Medical 
Beriefit Council» of 21 members also representing all 
interested bodies. 

«Contributions ‘and Finonce~The scheme’ will be 
financed bya Central Insurance Fund, which will be 
built up by contributions from the Central Government, 
Provincial Governments, employers, and workmen, in 


Employers per cent 
Workmen Seite Fe 


The contribution from the employers and work- 
men,-will.vary according to the worker’s, wage. 
Workers getting less than 10. annas a day will pay 


nothing. Those-getting Rs. 3.a day or more’ will pay — 


8 annas.a week, and there are four scales of contribu- 
tion between these extremes. The employers’ contri- 
butions are scaled in the same way, and, including a 
special sum earmarked to cover, ‘compensation for 
injury at work etc. will amount to a little more than 
doub le the workers’ contributions. 
cash for workers unfit for work 
through sickness, amounts to roughly half wages for 
‘up to 8 weeks. - 
“Maternity benefit is 12 annas a day for 12 weeks, 


of which not more than 6 weeks is payable - -before 


confinement. 

Disablement benefit ‘injury’ etc., 
is roughly half wages for as long as disablement lasts, 
and dependents’ benefit for the dependents of a work- 
man dying as a result of his employmétit, is three- 
‘fenths of the deceased workmen’s average: wages. 

. Medical benefit—-This» consists of free’ medical 
care to the insured person, including attendance at con- 
finement, but) not» to, the dependents .or . families of 


insured persons, 


wee 


| 
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‘of treatment ‘which an insured person may require, 
including indoor “hospital ‘treatment. In’ practice, 
however, medical care will have to be the best we can 
do for ‘Rs?'6 per insured person per year, which expert 
actuaries tell us is the maximum which ‘can be afforded 
from the Central Insurance Fund for medical care. 
Rs. 6 per head is probably more than has ever been 
spent on organised medical care in India before,’ (with 
one or two possible exceptions), but even so it is not 
a very large amount from which to provide complete 
cover, including .imdoor hospital care. 

The responsibility for actually providing medical 
care will be laid on Provincial Governments, and it 
will need very careful planning on their part in order 
to spend the six rupees to the best possible advantage. 
I think we must assume-that it will not be possible 
for Provincial Governments/to provide very much in 
the way of indoor hospital treatment for the sum they 
will have to spend, and probably all that could be done 
for the first year or two would be to provide a few 
extra beds so as to give insured persons some slight 
degree of priority in admission, remembering that they 


do not lose their normal rights as citizens through 


being insured. 

It will therefore be wisest if Provincial Govern- 
ments do. the.same as was done under the National 
Health Insurance Act in the United Kingdom, and 
concentrate as far as possible on providing a really 
high standard of general practitioner treatment, in- 
cluding visits by doctors to the homes of insured 
persons when they are too ill to attend for treatment. 
_. There are two possible ways of providing general 
practitioner treatment. One is by a panel system 
under which doctors already in practice, would accept 
insured persons for treatment at an inclusive fee of 
Rs, 5 per insured person per annum. This system 
has been in operation in U.K. up to now, but is being 
dropped next year in favour of a full time service. 
The other is by a full-time service operating from 
special Health Insurance Dispensaries. In their ob- 
servations on the Adarkar report, the Indian Medical 
Association said that they were in favour of a panel 
system of médical care. I think it probable that one 


_ of the main reasons for this was that the Association 


felt that a full-time service would mean that one family 
would have to have two doctors, one for the insured 
person, and another for the rest of the family. This. I 
agree would be very bad, but the correct answer is 
not a panel system, but the inclusion of the families 
of insured persons for free medical care. 


Otherwise a properly run (note that I say pro- 
perly run) full-time.service has tremendous advantages | 


over a mere panel system. In the limited time at my 
disposal I am not able to discuss the advantages of a 
full-time service, or the disadvantages of a panel 


. Service, in any detail, but if anyone specially interested 
cares to write to me c/o The Director General of 


Health Services, New Delhi, I shall be very pleased 
to send him a detailed argument. The outstanding 
advantage of a full-time: service, however, would. be 
that it would be immensely superior from the stand- 
point of prevention of disease, as against its treatment, 
an, aspect, stressed by Col. Amir Chand in. his. Presi- 
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dential address. ‘The ideal average set-up would pro- 
bably be a Health Insurance Dispensary serving the 
sielide of say 10,000 insured persons, and staffed by 
5 doctors, who would thus be responsible for the health 
of a fixed number of persons instead of ‘merely treating 
their diseases as they arose. This is quite’a new con- 
cept of medical care so far'as India is concerned, and 
one which is far in advance of the old system:’ A 
es weg of this nature would also have an auxiliary 
staff, one or two compounders, a clerk for proper 
record keeping, a laboratory techyician, sfurses, and 
health visitors, thus enabling the dogtors to concentrate 
on their proper job, which is looking after the health 
of their patients. 

In a Dispensary like this some degree of speciali- 
sation, or group practice, would be possible. I do 
not mean that every doctor should be a specialist, 
but most doctors have more liking for one branch: of 
their profession than others, and in a group practice 
of this nature, each doctor could develop his own 
particular line, whilst at the same time*doing his share 
of the routine. The advantage, both to the doctors 
and to the patients, is obvious. - 

’ Another advantage from the doctor’s point of view 
is that he would be able to have proper hours and 
days. off duty, and proper holiddys without the risk 
of financial loss. 

Another. big advantage of a full-time service is 
that it could be-planned in such a way as to avoid 
overlapping and consequent waste of medical per- 
sonnel. We. must face up to the fact that India is a 

t country, and we cannot afford to waste anything, 
much less skilled and trained personnel of any kind. 

I therefore hope, that on further consideration, 
the Indian Medical Association will not insist on a 
panel system of medical care. Such a system would 
probably be quite a good thing for some individual 
doctors, but I feel we should put the welfare of the 
profession as a whole before the welfare of individual 
members of it, and the welfare of India and her people 
even before the welfare of the medical profession. 


It is perhaps not for me as a Government servant 
who’ has had good deal to do with the preparation of 


‘the Workmens State Insurance Bill, to point out its 


defects and so provide free ammunition for its oppo- 
nents, but I might draw your attention to one or two 
points. . 

One is that benefits under the Bill are by no 
meéans generous. For example a sick man gets only 
up to 8 weeks cash benefit. Another defect is that the 
Bill only benefits'a fairly small section of the com- 
munity. My excuse for this is that it is better to 
start in a small way, with fair certainty of success, 
than to launch an ambitious Scheme, and run the risk 
of complete failure. Again I must remind you’ that 
India is at present a poor country, and anyone’ who 
agitates for ambitious and expensive schemes, which 
at present we simply can’t afford, is not doing his 
country any service, but precisely the opposite. “As” 
the economic state of the country improves under wise 
government we can expand and enlarge, and this applies 
to Health Insurance just as it does to everything else. 
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The other big failure of the scheme is that it does 
not provide for the medical-care of the wives and 
children of insured persons, The difficulty is ‘the 
added expense, but it is. my personal opinion that 
ways and-means of including families for medical care 
can be found. I am not going to say anything more 
about this, as we have already decided to send two 
resolutions from this Conference on the subject to, 
the Government of India, Let us hope that the Select. 
Committee will give those resolutions every considera- 
tion, and that it will be found possible to provide 
this. additional cover, even if the Government con- 
tributions have to be increased. HOTE 

We do not seem to have said very much up to 
now about the National Health Insurance Scheme in 
the United Kingdom, but there are many points of 
comparison. In the United Kingdom they began in 
a’small way, and many classes of workers, for example 
farth labourers and domestic servants, were excluded 
in the early years, but added later as the Scheme deve- 
loped. Benefit was limited, and indoor hospital treat- 
ment was never provided, although it will be provided 

ext year under the new. National Health Scheme, 

The system of medical care was a panel system, but 
long and. painful experience has shown the defects of 
such a system, and -especially the waste of medical 
personnel. Next year the panel system will be given 
up, and replaced by a full time service. “We in India 
should profit by U.K.’s experience. 

There was one feature of the National Health 
Insurance Scheme in U.K. which I feel sure will not 
be repeated in India, and that is that the Scheme 
was bitterly opposed by the doctors. They objected 
to what. they called ‘interference’ between the doctor 
and his patient, and I think were afraid that they 
would suffer financially. Neither of these fears has’ 
materialised. I have been.a panel doctor in Manchester 
since 1922, and I can assure you that the National 
Health Insurance Scheme has been an enormous sttc- 
cess. Doctors who previously walked round ‘their 
practices now'ride in Austin cars, or even Daimlers, 
and the Scheme has provided a standard of general 
pencttiones treatment equal.to any in the world for 

undreds of thousands of poor people who previously 
could not afford to employ a doctor at all. 
The new Scheme in India is on a limited scale. 
It is, however the first Social Insurance Scheme of. 
any magnitude in Asia with the exception of a Scheme 
in. Japan which was unsuccessful. If this limited 
Scheme is. successful, as it must, be, it will be extended 
to other sections of the community in India itself, and 
will certainly be. widely copied by other Asian countries. 
It, is,.unthinkable that it should be allowed to fail 
of enthusiasm on the part of Indian 
doctors. e have often spoken of India leading the 
way in Asia. Here. is an opportunity of showing. 
that our words, were.not mere idle boasting, but that 
Indian. doctors. are. ble as,any in the world 
of running a scheme for the improvement of the con- 
dition of their fellowmen.... ~ - . 


May be allowed a personal word? 1 shall be. 
leaving very ‘shortly to return to my own people. I_ 
often reflect that your ancestors in India were’ living | 
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highly | civilised, lives, having a sound knowledge of 
the heavenly bodies, of mathematics, of the arts of 
dyeing: and weaving, and of the arts of medicine and 
surgery, while mine were still living in caves and in. 
holes in the ground, dressed in the skins of wild 
animals, and dyeing their bodies blue with the juices 
of certain wild plants. You led the world then. There 
is no reason why you should not do so today. The 
opportunities which lie before doctors in India today 
are limitless. It is up to you ‘ladies and gentlemen, 
by hard work, and honest endeavour, to take advan- 
tage of them, and may whatever Gods: there be help 
you in your task. roan 


“Health Policy for India 


\ Medical Officer, Presidency College; Madras 


It is too obvious an observation that our children’s 
health is not what it ought to be or one desires it to 
be. The majority of children are unhealthy, undeve- 
loped, under-fed, and equally unfit. The doctors would 
have noticed, and thereon will readily agree with me, 
that the average child does not walk erect but in a 
slip-shod and leaning posture. 

-_ The health reports of the premier Municipalities 
and of educational institutions in India reveal that the 
Indian children, are below the averages for height, 
weight, and physical developments than the children 
of other nationalities. Nearly 60 to 70 per cent of 
them are sick and unhealthy, ailing from one disease 
or another. The average percentage of diseased among. 
the College students is about 53 per cent in the Madras 
Presidency. The percentage of diseased among the 
English boys (below 16 years) is only 8 per cent. 
These health reports are not complimentary to the 
existmg health services. _ 

The health of the students’ population (above 15 
a is no better than that of the school-pupils, 

ow that age. For, they are drawn from the 
same unhealthy stock. They are suffering from the 
same common diseases of childhood—eye troubles, 
dental diseases, ear-ache, tonsillitis, sche, heart 
disorders, 

That these diseases of childhood have affected the 
later adult life could be noted from the fact that these 
same have been held responsible for the disqualifica- 
tion of the Army recruits by 37 per cent, which per- 
centage has been on the increase from 1937 onwards. 
This means that the number of medically unfit youths 
is on the increase. This fact is also revealed by the 
Bombay University Health Report, as well as my 
report (Presidency College Report). The number of 
A; health students is on the decrease. 

_ My own experience for the last 15 years of con- 
tinuous medical examination of the Presidency College 
students (15 to 19 years of age) confirm the same. 
sad story. The percentage of students suffering from 
heart-disorders and lung diseases has been on the 
increase. This ‘year’s exatniniation of. the College 
students ‘has revealed that more than 60 per cent of 
them are from vitamin A deficiency, as noted 
by xerosis and Bitot spots. My own research work © 
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into the cause of students’ absence from College. studies 
that 78 of them complat 
remediable. diseases, while..20. per cent of them 
fall ill. This regrettable unhealthy state of 
eur, rising, generation.,calls forth, the best, and imme- 
diate. attention, to, this. primary.. problem, of health. 
Health. is basic to. all.other skills. And. without health 
and physical fitness, we will not, be able either to main- 
tain or enjoy our Independence. _ “ 
___ A League of Nations Enquiry into the period of 
life, when men are most susceptible to attacks of all 
diseases, has reported that it is the period of adoles- 
cence—the period of growth’ to maturity—is the most 
susceptible period. Majority of school-pupils have no 
chance of getting into Colleges and their career ends 
invariably with schools, on account of economic con- 
ditions. Therefore, it is doubly necessary that during 
this tender age, free from care ‘and life-anxieties, the 
futtire citizen must be carefully nurtured and looked 
after. “DRS 
Thus) realising that the child is a primary, asset 

to the Nation, America, England, and other, European 
countries have drafted their own. national health 
policies, to build and prepare a healthy citizen. They 
have been vigorously pushing forward a campaign of 
health education and physical fitness, before and during 
the last War II... The aim of this. national health 
policy is—“to improve the health, of the individual 
and community life of, the future, to insure a better 
second generation, and a still better second genera- 
ce: and to promote a healthier and fitter Nation and 
ce.” 

since Disraeli, the British health policy has 
always been aiming at making the youths, the trustees 
of. posterity. The. British. Chancellor in 1938 has 
extolled the attainment, of health and physical fitness 
as a virtue, equal to that of loyalty, honesty, and other 


virtues in man. A British Training and 
ecreation Act has been legislated in 1937/38, with. 


the object of’ building a fitter Briton. Even in her 
distressed .and chaotic civil war period, Spain was 
carrying on an’ intensive health campaign for her 
children, whose health slogan was—“for the health of 
oa community, for the‘strength of our race, and for 


In this World picture of intensive campaign 
of health. and physical fitness, India has no place. 
Why? Because we have no health policy of our own, 
pe actin health education programme for our, children. 

e little that is being done in the yarious parts. of 
India is more a famasha. We cannot afford to treat 
health problem anymore in ‘a laissez-faire manner. It 
is as important and ‘as miich’ a ‘major problem as are 
politics, ‘political ‘activities, prohibition, and’ education. 


occasions , adversely 
poor hheaith of our young boys, 


commented upon: the 
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a_definite health policy should be laid down 
to intprove the physical fitness of Indians was stressed 
long ago by the Skeene Committee oh Military. Train- 
ing, The Calcutta University Commission in its report 
(1917-19) laid. emphasis that the University must, be 
made responsible for the health of its students, But 
still, the Indian public and the country’s leaders as a 
whole haye been indifferent to the health needs of 
themselves and their children. They are not worried 
eee the children actually fall ill. .A prominent Indian 
eader once remarked to me that in India,.a great 
leader means a sickly person. This is the tragedy o 
Indian life and conditions. _ Therefore, it is absolutely 
necessary, that we, the members of the medical pro- 
fession must speak plainly and bring the fight. into 
the open, so that all may understand, if we desire to 
improve, the poor physique and health of the, child of 
to-day, the prop of our country. to-morrow, : 
What is this health and physical fitness of which 
we are speaking? Health has been defined’ as—“a 
dynamic, an active state of living... It. is somethin: 
more than mere physical fitness, the mere absence 
disease. It is a state of mental, physical, and _ spiritual. 
fitness, a harmonious adjustment of the individual 
life to the social environment”... 
Fitness means much more than physical strength 
a well-developed muscular body. It is also state o 
well-being, which, includes the combined influences 
food, sleep, exercise, rest, and cleanliness. The absence 
of. this health is causing, more misery of body and 
mind, than any other ‘preventible disease, 
,, Health education has been defined as—“the sum 
of all experiences which favourably influence habits, 
attitudes, and. knowledge relating to. the individual, 
community, and racial health”, 
.,, This is;a general term, covering the 24-hour’ day 
behaviour of. the. individual. ‘This definition cotld be 
made the basis, of our discussions, in planning a com- 
prehensive health programme for India’ and thé 
Provinces. na 
The ‘main plans to execute a national health policy, 
with the avowed object ‘of: builditig’‘a healthy: and 
physically ‘fit ‘citizen. in ‘all’‘walks of life aré— 
1. Compulsory’ medical. examination of school 
children, to insure their health; (0° 
2. Compulsory physical training and exercises; 
suited to the indivi néeds of the child, with the 
objective of making them physically fit; and,,, ig 
93... Nutrition policy for. every, child, so, that he 
may have a reasonable opportunity. of getting a satis- 
factory diet.» tos 
The: school-health programme for, the health, edu- 
cation: of children, that could be carried, out; without 
much ‘expense!-and trouble, by |ithe educational and: 
°@) "To “provide for the correction’ of physical 
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(ii) To provide physical suited ‘tothe’ 
héalth needs Of the pupils; 
To teach “pupils: health knowledge; 

To, train, pupils, to live hygieniéally; “while 
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Swami. Vivekananda long ago deplored the poor 
health and physique of the Indians and advised—“Be _ 
strong. my; friends,. You will. understand the Upani- 
shads better when your, bodystands firm on feet : 
and, you feel yourselves as.men... The Atman, can 
only be realised by SOE 
| 
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‘pupils “to practise ‘hygienic 
(vi). To arrange fo conditions of 
“health programme must include— 
es acilities for ‘the conservation ‘of ‘children’s health ; 
acilities, for thothers ard infants—facilitiés for the 
of‘mothers and nursing infants, either in 
or home, ‘by doctors facilities 


at children’s clinics. 3. "Increased 
oppor st-gradtiates in medical nursing’ and 
medicolegal cts—health education of ‘the ‘com- 
Should ‘also ‘Stidges t ‘the doctors and” 


teachers, that a in health education and health 
teaching be giver to all future candidates in’ medicine 
and, teaching.’ Should ‘also be urged for all doctors 
dnd ‘teachers ih ‘Service too. The modefn ‘idea is to 
insure that every child should grow up as. healthy’ as 
possible’) “Therefore, a’ campaign has ‘to be 
‘started to’ teach those in arge of children, how to 
build up ‘the health of’ their charges—through clinics, 
classes for adults, ‘newspaper articles, parent days and 
baby shows. Beyond the schools, organisations like the 
Boy ‘Scouts, Girl Guides, Vyayam Mandals and ‘Red 
Cross, Society—all should co-operate in working the 
health programme. 
-’ “For the health and physique of the rising geneta- 
tion, the ‘health of the women is of utmost importance, 
obably more important than that of man, To attend 
Be women and to pre-school children, examination of 
pectant mothers and treatin children is a necessity. 
présent Child Welfare Scheme should be made 
to. fiinction more. effectively, so that its advice and 
setvice are available to every citizén, irrespective of 
social, “or, moral status. 
teacher with health is irregular in ‘atten- 
aids at school and also lacks the vigour and enthu- 
work. ‘The factors which | affect his health 


ak ‘Maintenance, of healthful living conditions in 
the. home, consistent, with economic conditions ; 
2. Provision for. proper ,rest,, for hygieni- 


eally)-a satisfactory, food, for,.study.and. home work; 


3... Lack of proper Planning hours, of elags lessons, 
thatije 
‘equally apply the medical 
ot’ do eve tan begin 
th ‘the Viz., the medical 
of school-children from or 6th year 
onwards; till they Jeave. the school or college, and enter 
life’! Phis:medical inspection must be accompanied: by 
a follow-up» policy, otherwise it is waste of time and. 
money, doing nobody any good, except jas: 
to cover up the defects in| the, State, in not jattending 
to the primary health needs of the citizen. , 
meslical ‘inspection is, 
(i) To prevent the admission of unfit; 
Tos-emsure iprompt;,treatment of physical 


"avoid the spread ‘of infections 
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“Tt the’ ‘chea) ounce’ of prevention that Spates 
the day pound’ of ‘cure.’ This is a cause that calls 
for the assistance of every otganisation and public 
worker in our ‘country, A duty is now ‘cast ‘on the 
public leaders’ atid the medical profession; to draw’ up 
an active’ health programme, the’ of 
future generation. 
‘The. desirable outcomes of al this ‘health 
ledge and teaching are— 
‘Health is, dependent on what ‘we and hence 
it. is 
Desire, for, perfcet health and willingness, to 
maintain, it; 
cove Health habits established in early) life, will 
improve. the efficiency. of health, and safeguard the 
health in future and also, create.a philosophy of. com- 
life and citizenship. 


In this way, we can prepare 'a healthy citizen. 
~The Medical ‘and Health Services are more keen 
on cure of diseases, rather than on prevention. Beyond 
the construction of monumental hospitals and the treat: 
ment of those who actually fall sick, the’ spectacular 
vaccinations and inoculations, the medical and public 
health services have not, done anything to the health- 
building activities of the Nation, 
Act (first The in India) has failed to tackle this primary 
roblem, ‘The health motto of all advanced countries 
s—to cure is the voice of the past, to prevent the 
divine whisper of to-day. The leadership must come 
from the medical profession to raise the health roblem 
from that of a secondary social question to that’ ofa 
pucca primary socio-political problem. The present 
angle of vision and the laissez-faire’ attitude must’ be 
transformed into a violent one, for the health, casa 
and well-being of our children. 


., The, obstacles to health reforms are— 
ignorance and indifference ; 
Lack of finaricial support: 
lio Political interference; 


4. Lack of ‘technically and experienced 


personnel ; . at) 


5. Stigma associated with diseases, lke venereal 


and tuberculous diseases; and; 


6. Lack of ‘health ‘knowledge’ on which 
build health control measutés, edge hi to 


It i is. 

to-day. But, 1 come. across. some of. these 
obstacles,, in.my., public. career, while approaching 
leaders 0 health reforms. 

‘The “Bhore: Health Conimiittee has’ stibmitted a 
voluminous 4nd cumbersome teport, where one might 
be easily lost in’ thé ‘pages. “At present; I\'can’ only 
draw your attention to two important defects’ in the 
Report, (i), The''‘Committee thinks that Tndia’is 
to be started witha scrap, relating to health’ problemis. 
This attitude andthe consequential recofmmiendations 
are not’ in tune with the existing conditions. 
Committee 


has planned a 40-year scheme 


The Madras Health ' 


t possible ta discuss all these six obstacles 


mre wes 
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‘Khadi), and ‘War. 
these, it should not be difficult to find it for this — 


Sarjeant’s scheme of iia When Russia during 


‘the War could °train ‘20,000 doctors ‘within ‘two years, 


‘why tiot India adopt ‘such intensive measures?) Why 

swould | we ‘have to wait for 40 years? 
My own experience confirms» my'‘view 

‘ean formulate’ a national health policy:and draw up 


- ‘a practical and active health programme, on the lines 


‘T have indicated above. We can also‘do the job well. 


The Army is fit and healthy: Can ‘we paralicl this 


record in civil life? My answer is Yes, and: beat it too. 
But, it is not an easy thing) It: will: demand pa’ “ence 
and skill in adapting the required measures ‘to the 
varying conditions, in’ the several States and towns 
in this sub-continent. 


All’ these “mean “money. So do ‘the 
‘medical and health services, education, agriculture, the 
Congress socio-political reforms (like prohibition ‘and 
As money has been ‘found ;for all 


primary health problem (which is to ensure the back- 
bone. of our country), which transcends all politics, 
castes, a and creeds. Tf the entire population of a town 
or city is affected by” an epidemic, or if there is a cut 
in the public expenditure, or if there is a political 
crisis, or again of fresh taxation, the whole country 
4s up in arms as one man, and demands’ that’ some- 
thing must be done. - Why not Tisé up as One man 
and demand treatment and improvement of the health. 
and adopt measures to raise the level of health, and 
physical fitness from C-3 to A-1 status? 


With the above health programmes and 
had approached the provincial and Central Govern- 
ments,.from, 1938. onwards: I, have had_ discussions 
with Mahatmaji and other. Congress. leaders, and 
various publicists. In the columns of [.M.J.. Anti- 
septic, ond South Indian Teacher, I. have.brought 
these schemes to the notice of the Indian. medical 

ofession, I desire to reiterate and re-emphasise that 

Ith, is still a neglected, problem in India, 


‘> I make a direct appeal:to our young men, doctors, 
and teachers for self-discipline and training, and.a 
recognition of the moral obligation “teat rests upon 
them to lead a healthy life, for their own sake and 
also in order, that they may promote national pre- 
paredness, by being physically fit, to serve the country, 
in an emergency. I also appeal to, the national pride 
in men and women and ur; otis tore as a whole, 
to make efforts to place India in the forefront among 
Nations, healthy an physically ‘fit! 
Tf, this, cam, be. accomplished (as it can be) and 
df our people individually, and, ‘collectively will seize 
this health problem of maine good health and 
physical fitness,.and.,stick to, it, there.is no doubt 
whatever of our ability eventua y to rise as a nation. 
‘The. onward, march of a Nation depends upon the 
feet of little.;chiidren. The. days.of pious resolutions 
and, pompous .words are gone,.These.are the days 
of action, of exact sciences, by which either an indi- 
Vidual, ia , or a Nation. is judged... Let us 
go then; with courage, and_ with confidence. in 
our ability to accomplish this great task, of | 
fa and, fitter Nation, 

dng ere el ne 
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DIET IN TYPHOID FEVER 
R CHAUDHURI, M.B. (cat.),, MCP, pnt, 


of Tropical’ Medicine, School of Tropical 
Caleutas 


nin, a ‘timeshonoured custom, put a person 
having, fever. immediately on reduced diet regardless 
of. his appetite, and habits or the disease which is 
cause of the fever, The regime is made more rigorous 
if the fever is persistent, and, the, weakness that in- 
evitably follows is usually ascribed to the disease and 
‘not to the Jack of food. During conyalescence the diet 
is very slowly increased for fear of recrudescence, even 
if the patient is ravenously hungry. 

Nowhere jis this attitude more noticeable than’ in 
‘the treatment, of. typhoid. fever due, no doubt to the 
fear of abdominal complications. The result. is that 
the, patient often kept. on. the verge. of, starvation. 
So; common .is, this belief even amongst the laity. that 

a doctor ordering a,more liberal diet is, apt to be re- 


sted even by. the; patient’s relatives. In the Western 


‘countries. thifgs: were at one. time equally bad, but 
‘towards the. close. of the last, century there. were some 
physicians who. thought that the weakness and wasting 
common in typhoid patients. was considerably due to 
underfeeding and. prescribed more nutritious diet, For 
‘instance’ Graves. in .1884 advocated _‘meat-broth-carbo- 
hydrate’ diet, but actually it. furnished not mere, than 
300: calories per day. (incidentally it indicates the scale 
of ;diet in those. days even in Western countries ! 

Subsequently Flint. (Coleman, |,1912) advocated. milk 
diet, furnishing 1,200 to 1,300 calories. per day. Later 
on some physicians allowed a more liberal, diet with a 
variety -of foods... But, in 1908-9, Shaffer, and oles 

Aemonstrated the advantages of a more radical 
and. revolutionized, the treatment. of, typhoid. by, intro- 


ducing a very high-caloric diet (4, 000.to 5,600, calories 


per day). It, was,found to be well tolerated and it 
keep. the patient in weight,and nitrogen equili- 
mum, 


ipa Coleman jin: 1917. 


‘his further experience with this high! -calorie diet and 
‘showed ' that’ ‘with: it: the death -rate: was considerably 


reduced, abdominal. complications became :Jess frequent 
and the convalescence was shortened. As a result the 


“high calorie diet in typhoid became the rule in Russia, 


Germany and raneeird but toa limited extent in Great 


Merapor.is IN Frver 
to understand. the rdtionale’‘of dietetic! treat- 


«f 


ai we must remember ‘that typhoid like other acute 


eyers. causes an increase of 7 per ‘cent im métabolic 


Tate for each rise of d tee in body tetnperattre. 
This, increase in the metabo 


ditting the height 
of fever may, be as much as 40 per cent or more. Thefe - 
is, consequently increased combustion of body “stores 

and tissues with in¢reased tissue protein 


which may be as ‘much as, three: times ‘the’ “wear ‘anid 
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tear” of health. There is increased nitrogen excretion 
‘causing a‘ negative nitrogen destrue- 
tion is also reflected in the changes in the plasma 
$ as shown by a recerit study undertaken’ by 
. H. Chakravarti) co-worker, and myself. The 
results indicated that in typhoid generally there is 
some reduction of the total protein due to reduction 
of the albumin fraction, while the globulin remains 
practically ag ed of shows a slight increase during 
crecovety, The ‘degree of hypoproteinaemia’ aid 
depends on the severity of illtiess ; 
it is noticeable even ih the first week and becomes 
most matked about the thitd week of the disease. 
This is further, if the diet is restricted but 
is u8ually ot ‘altogether prevented by giving even 
fairly good food. With recovery, however,, the nor- 
imal level is testoted. 
Carbohydrate imetabolisin in typhoid is also influ- 
| wee in that thé liver becémes glycogen-poor and 
‘the stores of gl i elsewhere are exhausted, With 
a view to find out how glitcose is absorbed afd tolerat- 
ed in this disease Wwe did glucose tolerance ‘tests in a 
seriés of cases dtiring the height of illness, The re- 
‘sults show that glucose by mouth is readily absorbed. 
‘Th some ¢ases the curvé was normal bit in others it 
was abtiortally high’ indicating impairment of the 
suigar tolerance. Tt fact, few cases definite diabe- 
tic type. of curve was ‘noted with pasage of sugar in 
the urine but the tests tepeated during convalescence 
were formal. These ‘findings are compatable to the 
fesults“of glucose tolétance tests cattied out in star- 
vation cases during the Bengal famine. Fat metabol- 
ism does not differ from that in health except’ that 
when on a starvation diet the patient is forced to draw 
on his stores of body fat. ut 39 
To sum up, in the background’ of typhoid fever 
there s tather excessive protein destruction 
which ‘often’ goes unrecognised and untreated. A 
prolonged period of proteitt deficiency leads to a nega- 
tive ‘nitrogen balance. To a certain extent this. is 
inevitable but its effects can be minimised by giving 
iets of high calotie value and high protein content. 
The importance of a high protein level lies 
‘ity the fact ‘that it enables thé body to better resist the 
infection and: shorten the convalescence. The sugar 
tolerance is apt to be impaired apparently due to the 
‘effect of starvation and infection. auth 
ah 


} 


Based on the above findings, the general prin- : 


ciples in feeding a typhoid patient may be enumerated 
as follows :— 1 
diet, must have high calorie value to 
maintain. the metabolic equilibriim,—about 40 calo- 
ofies.per, kg. body weight up to, 3,000 calories for 


The actual amount can be Getetssit- 


tient... 
ed the, patient's individual needs ; his likes 
dislikes must also be considered. clinical 
guides. are the weight of the patient and the state of 
fs etite. The latter, is not always a useful guide, 
ied in.the, early stages, it t to make 


be’ difficul 
take sufficient food, but effort must be made to 


CHAUDHURI No.2 


ij 


give at least 2 
persuasion, by keeping the mouth scrupulously clean 
and by avoiding monotorious diet. eater patients 
' 2, Acliberal amount of protein must be provided 
=+1 to Me gm. per kg.—about 60 to 90 gm. should 
Suffice. Proteins build new tissues, repait exhausted 
tissues and also supply some body heat: . / 
Carbohydrates, should furnish the major part 
of the diet. This will spare protein destruction, pre- 
vent ketosis and also replenish the glycogenic store 
of the liver. About 300 to 400. grammes are given, 
4. A diet with sufficient fat may. be taken with 
benefit. It may be almost, the same proportion as 
protein #.¢., 1 to 1¥4 gm. per kg. It supplies 1/4 to 1/3 
5. Small frequent feeds every two or three houts 


should _be adopted. 


Ample fltid intake should be ensured, about 
5 pints a day, 

Duting convalescence increased appetite is 
common, and it is best to proceed a little Noe and 
not to permit food intake beyond the: patient's digestive 
powers. 
_.» Next, we come to practical considerations in feed- 
ing typhoid patients. Say we have an adult typhoid 
60. kilo. most patients weigh 
kg.).. adequate total calorie requirement would 
_ Protein shou 1 to. 1% gm. per kilo body 
weight, With 144° git. it amounts to 90 gm.—360 

ories. 
__ Fat should also be abotit thé same proportion ‘as 
protein. With 1% gm. per kg! it is 90 gm.=—810 
calories. 
Carbohydrate supplies the rest i.¢., abotit 300 
Ot tore, 

In practice, it is not possible nor really ‘necessary 
to calculate the diet in every case. © The calctilated 
requirement serves only as a general indication and 
OBJECTIONS 

1, Can the patient . digest all the food? 
(Diving. fever _ functions ate 

apt to be depressed), 

Is the food absorbed properly ? 

Ts there atty risk solids® causing more 
danger to the small intestine which is 
4 Can the diet cause further tise of tempera- 


ture ? 
5. With liberal feeding will the’ waste products 
Of protein add to toxdemia ? 
6. Are ‘relapses more common when a 
liberal diet is given ? Cy igor 
‘These Were thé objections raised by older phy- 
‘Sicians against the ‘procedure Of “liberal feeding of 


It is not here possible to go’ into details but I 
daly “Vou “Du Bais “others: who 
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DIET IN T¥YPHOID'PEVER 


Vol. No. 2 
1948 


Gut an elaborate study Of metabolic process tt’ ~ oz. water ; while-a-cup-of 


hoid fever by quantitative analysis of diet on one 


side and examination of urine and stool on the other 
concluded that protein and carbohydrates are absérbed 


as well as in normals throughout the illness and large... 


quantity of fat can also be absorbed but percentage of 
absorption is slightly lower especially in the earlier 
‘part of illness: Food réathes, the intestine in 
a practically liquid form an 
mechanical datnage to the gut. No specific dynamic 
action from ‘liberal diet was observed in causing higher 
fise of teripétatute nor was the relapse rate signific- 


higher ‘as conipared with’ controls, The fear” 


that waste products of dietetic proteins may add to 
toxaemia, appears)to. be.too theoretical. (Napier, 
Chaudhuri and Rai Chaudhuti, 4942). 


SELECTION oF Foop:: 


_In., selection .of,, diet have to, consider, the 


tient’s own choice, and digestibility, energy value 
cand 
—whether he can masticate and take solids or not. 
All patients cannot be fed alike by rule of thumb—their 
eferences.and_ idiosyncrasies. must..be considered. 


latability of food as’ wellas his general condition 


milk (8 oz.) with % oz. sugar supplies 220 calories. 

Sugar is used to sweeten the feeds and supply 
calories. It can be given in liberal amounts. © Four 
ounces yield about ‘500 afories. As an alternative to 


cane sugar glucds¢, dextri-maltose or lactose may be 


does not cause afiy 


tised. Lactose.is, less sweet and does not cause much 
fermentation, 
3. Barley, arrowtoot or sago may be added to 
milk and sugar, Half’ an ounce yieds 50 calories, 
4. Bread may be given with milk as ‘typhoid 
bread’.or in, thin slices with or without butter. ; 
Potato. (mashed) .may be given with little butter 


or mixed with vegetable or fish broth. Rice or chura 


fish or 


may be used as gruel with milk or may be taken with 
tato. Two ‘otinces of any of these yield 


‘about 150 calories. 


5. Egg is a good source of protein and fat, and 
tan be given lightly:boiled or poached or given mixed 


with milk and sugar and_as egg-flip or custard. One 


metimes it is difficult to feed a typhoid patient, but ~ 


_ he should be given as much nutritious food as possible. 
Careful attention is to be paid to detail and monotony 
avoided. by varieties,,, The: quality,and, quantity. ..of 
food may. haye,;to be, modified according to, special 
symptoms or complications. 

Certain articles of diet ate referred to below from 
which selections may be 

1." Milk i8 the’ main basis of diet and shouldbe 
Piven adequate quantity, 1 to 114 seers’ daily. ‘It 
tay be diluted with water, ¢itrated or onised. It 
has valtiable ‘nutritive qualities and also provides a 
Vehicle for the administration of Other foods ¢,g:, sugar, 
cream, bread, gritel eté. A seer and half yields 
‘about 1,000 calories.* If iiilk is distasteful ‘it may 
be flavoured With’tea ot coffee. ‘Proptiétary powder 
preparations such as Klim, Nespray, Nestle’s malted 
milk, Horlicks ‘or Mellin’s food may he ‘tised as a sub- 
stitute for a milk feed or mixed with the milk td taste. 
A feed. containing 2 02. milk powder, ¥% oz. sugat in 


Only approximate vallies are meiitioned. 


' 


egg supplies about 80 calories. 

~ 6. Fish can be given,mixed with,smashed potato 
or in the form of broth after separating the es. 
Lean fish like Singhi or Magur ispreferable and con- 
yenient for this purpose. Four ounces supply about 

“calories. Chicken soup is a good change and is 
often liked by patients used to it, but is better withheld 
if there is looseness of bowels. 

i 7, Butter (% oz.=108. calories) and cream (1 
oz. of 20) per cent cream=60 calories) can be used 
to, supply extra fat, and; calories especially if there is 
no diarrhoea. 

8. Fruit juice (orange, sweet lime, pomegranate 
etc.) serves as an useful and palatable drink to which 
sugar and salt ate added. Cream may be given with 
fruit juice to increase the calorie value. 
Ov. Salt-Some salt should ‘be. given to .prevent 
hypochloremia. . It can’ be added to fruit juice, drinks, 
potato and soup or broth. 

Feeds are given at intervals of 2 hours, 9 feeds 
being given daily: 


SuGcESTED Menus 
‘Below i8 given ah example of standard diet that 


ig ‘cortimonily 'tised in ott hospital for an uncomplicated 


typhoid case invan adult! 


Te 


pp, M220, calories) 


This is often given at 5 

by Horlicks or Milk-powder.if good milk is not,available. 2 oz. 
milk. powder plus oz. sugar in 8 oz. water=360 ‘calories. 
"Horlicks 2 62z.£218 calories. 


The alorie, value,,may. be increased by addition of any. of. the, 
ollowing :— 

(i) egg ‘(80 calories)’ as egg flip or lightly boiled. 

(ti) Bread--2-0z. (150 calories). as thin slices or toasted with 


(it#) Sago or barley. 
(iv) Milk’ powder or ‘Horlicks. 


Remarks 
a.M. by, the night nurse and may. be replaced 


f 


«) butter, or as ‘typhoid bread’. 


| If necessary the quantity ‘of 
othilk omay' be;reduced or} feed may comprise egg, 
bread and butter and. milky tea. 


, 
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Singh’, or, ‘Magur’ ‘fish is preferable but other suitable fish may { 
(a) Potato Cooked as ‘jhole’ or ‘brown, stew’, bones are 
and mixed with mashed potato, after separating the bones. 
Protein hydrolysate Or all: may be cooked) together (green plantain, tomato, etc. 
(6) be added), made into a tasty, broth. (strained if necessary) whieh 
from feeds 3° flavoured with lime drops. Vegetarians can have vegetable 
sand 6 may be added) _broth, protein hydrolysate may be added to it. 
tro: To increase the calorie value tables 
<p , poonful of ¢ream or milk 
Mill powder or Horlicks may be added, Or the feed may be replaced 
an ice-cream, 
ts I hy 
ing 4 pM. Cream 1 oz. may be added. 
‘One egg and extfa sugar may be added’to make a feed Of ctistard, 
8 PM. Such barley water with sugat and. lime drops, or chicken soup, 
10) Pan. at 


- Tf two hourly feeds are not possible the patient 
may be fed 3 hourly. Feeds Nos. 1, 2, 4, 6,-7 and 9 
are given at 6 and 9 a.m., 12, 3, 6 and 9 p.m. taking 
care to increase the calorie value of each feed as much 
as possible. 

The food has to be’ varied and the quality and 
quantity modified according to the individual case. 
Some water is usually given after each feed and also 
in between, the total fluid intake being 5 pints. 


Diet PRESENCE OF COMPLICATIONS 


If there is marked distension (slight -tympanitis 
is a common feature in typhoid arid is no contra-indica- 
tion to liberal diet) or ifthe bowels tend to be, loose 
the diet has to be adjusted ; fat, fruit juice, soup, and 
sugar are reduced or modified;’or temporarily withheld 
according to the severity of the case. Milk may be 
given in the form of lactic, acid milk, or skimmed milk, 
or butter milk or whey. Lactose may repalce sugar 
or glticose’ to avoid’ fermentation, Proprietary: prepa- 
fations like Eledon on Mellin’s food may, be used, 
while arrowroot is a well: tolerated..carbohydrate... If 
such modification or restriction of diet amounts to 
reduction of protein intake predigested protéins should 


be given, for which proprietary preparations. like Bio- 
_ tol, Pronutrin or "Amigen are’ recommended.’ An 


ounce of these yields abotit 30’ gis. of protein’ (120 
calories). .Extra vitamins especially, of B..group and 


. © shouldvalso be*given. If the: patient! is dehydrated 


5 per cent glucose salifte (250' is indicated 
wiht “of vitamins. “It-may 


necessary to resort to plasma transftision to meet the 


needs of the patient during the critical stage when 
the patient is so ill that he cannot take adequate food 
and fluids by mouth and there is apprehension of cir- 
culatory failure. About 500 e.c. may be given by drip 
method. It. provides protein, combats dehydration 
and medical .shock with surprisingly remarkable _re- 
sults... Nasal feeds. should also be given until the 
patient can take them by mouth, , Nasal feeds are 
given six or eight hourly, two or three each consisting 
of milk, 12 0z. or so,-sugar 2.0z, and an if possible 
are given, while:,one is made up of fruit juice 8 0z., 
marmite 2..teaspoonful, sugar 2 0z,,.salt, and water. 
One or 2 injections of glucose, intravenously. or intra- 
muscularly are not, enough in such cases and_ should 
not be depended on., Incidentally. may. mention that 
a common practice is to, keep the patient on, semi- 
starvation diet and give glucose injections daily even 
in uncomplicated. cases, 
plements and should not be used as an alternative or 
_ partial substitute to food by mouth as a routine. The 


withholding of food causes marked loss of resistance. 


the infection is apt 'to become-overwhelming while 
, complications or secondary infections may supervene, 
\protracting the course of illness. Of course the diet 
has to be modified or temporarily withheld if occasion 
arises. For instance!’ after a Hemorrhage the 
“patient may Have to bé’kept without food for about 24 
hours or so but during this period and even after he 

- should have blood and/or plasma transfusion and vita- 
min K, repeated as deemed necessary, while the bowel 
is kept bound up with opiates. Small feeds should be 


started at the earliest opportunity viz. diluted milk 
ally “increased. 


he latter are meagre 
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Finally, I, would like.to,say a few on the, 


views of. practitioners with whom I had occasion ta) . 


discuss about the diet in typhoid fever. I can class 


them into 4 groups :— we 


1. Physicians wha do not advocate liberal diet. 


2. Physicians who have giv en liberal diet but _ 
© not like to go back to the old diet. 


actually hardly ever ‘administer’ it. 


4. Physicians who realise the importance of 
proper dieting but hesitate to prescribe 
it against the time-old practice. ; 
Well, itis now up to us to discuss and decide 
on the point; Certainly extremes. are. bad. The 
patient should, neither be; kept on the verge of starva- 
tion nor be overfed. If the full quota of required, diet 
cannot be given an effort must be made to feed him 
as much as possible... Success depends much on, the 
co-operation of patient’s’ relations or nurse and on 
how much we can use our personality to convince 
them. The patient should also be encouraged—'the 
more you eat the sooner you will get well.’ e must 
admit however there are difficulties which crop. up 
im feeding typhoid patients especially in private prac- 
tice, but it is up to us to overcome them,| Unless there 
definite contra-indications such as marked tym- 
panitis, diarrhoea or difficulties to feed. as. in severe 
toxaemia, for: which other, routes are chosen, the 
patient is’ persuaded to take almost the, full dietary 
ota and ‘this is: possible in 9 eut of 10 patients and 
9 out of 10'days. High fever; moderate toxaemia 
and disinclination ot f which dre usual symptoms 
ofthe disease are not looked upon as excuses for starv- 
ing thepatient...The modern teaching of high caloric 
diet ‘in ‘typhoid, which based on. scientific data and 
long ‘clinical: trials cannot be ignored. With proper 
oting the clinical picture appears different from: the 
classical,,description. ... Apathy, bed-sore,. coma vigil, 
delirium, subsultus _tendinum, emaciation which con- 
stituted. typhoid picture. of the past. have, been. much 
less, frequent... Typhoid that ,is in textbooks, 
typhoid that, our, students, commonly describe in the 
examination can hardly be illustrated, by our patients 
in the wards except in a very few cases especially 
those ones that are nid 
RereRences 
Idem—J. A: M. A.,'69 :329, 1917. 
DéBots, E. Int. Med., 10+177, 1912. 
Graves, ‘R, \J. Clinical’ Lectures on the Practice of Medicine, 


Vol pe 136. New! Sydénhiam Society, London. 
Napier; Li E., Cxaupaury Rat Caaupnurr, MeN. 


Suarren, P. Courscax, Wordrch: Int: Med, 4.598, 
Vor “Arche, Path. 88.95, 1882. 


profess-to give liberal diet— plasn 


BIMAL KUMAR M.B. 
Late House..Physician, R..G..Kar Medical College 
Hospital, Calcutta. 
Transfusion of blood means infusion’ of blood 
’ obtained from another person (donor) whose blood 
\ grouping is not antagonistic to that of the ‘patient 
“ (recipient). It is not necessary that it ‘should be 
always whole blood—it. may be serum, dried 
ma, plasma protein either in fresh condition or 


red: up. 


It maintains the circulating fluid, the oxygen car- 
rying capacity through red, blood corpuscles, the, coa- . 
and immune bodies and other anti; 


» The indications: for transfusion are—(1) shock 
ond collapse, (2) after haemorrhage—severe or recur~ 
rent, (3). in deficiency diseases, such as pernicious 
anaemia, aplastic anaemia, (4) inoblood: | diseases— 
haemophilia, ‘purpura, (5); in dehydrated.and other 
conditions—such as matked’ sepsis, septicaemia, the 
toxaemia of burns, (6) before operations on anaemic 
or toxic patients; (7)-in CO-poisoning (CO and haemo- 
globin form a stable compound), (8) in infants, for 
malaena’ neonatorum, marasmus, shocks, burns, diarr- 
hoea and vomiting, immune-transfusion—i.e,, 
transfusion with an immunised blood may be perform- 
ot but:i is not usually of great value. 


TECHNIQUE oF. TRANSFUSION 


Tt depends on the’ inethod chosen. In any case 
fe first essential is to find a suitable donor whose blood 
is ‘safely miscible with that’ of the patient. ‘Blood con- 
tains bodies known as agglutinins and haemiolysins and 
in incompatible bloods the donor’s red cells may 
become agglutinated by these substances in the recipi- 
ent’s: serum. This agglutination may be but is not 
necessarily followed''by haemolysis.|. It is necessary, 
before to test; the donor’s cor- 
puscles against the -reci 

It. has, been: found: that all individuals fall into 
four main: groups as: regards) agglutination and haemo- 
lysis; this is shown:in the: accompanying ‘table.| The 
sera used for the’grouping must be tested from time to 


_ time to prove that they are still active. 


The plasma of the donor has generally no appre- 
ciable effect upon the cells of the recipient perhaps 
owing to its rapid dilution in the vessels of the latter 
or to the presence of protective or anaphylactic pro- 
perties in the recipient’s plasma. If reference is made 
to'the annexed ‘tables it will be seen that, as: indicated 
by the absence of agglutination in the horizontal row 
of’ the: following table; patients of group AB (or I) 
cansafely receive -blood from donors all four 
groups’‘and ‘are therefore known’ as ‘universal’ \reci- 
pients; whereas members’ of groupO (or IV) as 
shown in the’ vertical’ can give blood ‘safely ‘to 
a recipient in any of the four groups, and may thus 
be ealled ‘universal donors’ and donors are more com~ 
mon—about 50 per cent people are universal donor. 
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Group AB 

Group A (or II) 

Group, B. (or ILI), 

Group O (or IV). 


are ‘commonly employed—the ‘indirect test or “group- 


ing,” and the direct or individual compatibility test. 
_ A. THE INDIRECT TEST-—For the purpose of this 
test it is necessary to have stock sera of ow A and 
B,. which are supplied by most firms of manufactur- 
ing chemists. The agglutinating powers of these sera 

on the cells of the blood sample are investigated. | 

(a) Microscopic methog-A. drop ‘of each serum 
is ejected on to a microscope slide; and the drops are 
labelled A.and B. The blood to be tested is obtained 
from a prick on the nail-fold or lobule of the ear. It 
is aaa advised that the blood should be diluted for 
the purpose of the test. Without dilution however it 
is essential that only an infinitesimal quantity of blood 
should be ‘used, as there must always be an excess of 
serunras compared with ‘the corpuscles under test: 
much as can be carried on: the needle: point is miore 
than adequate ; this is mixed with the drop of group 
A serum. — After cleansing the needle, a similar quan- 
ae, of blood is mixed with the drop of group.B serum. 
occurrence of is shen, 
ba er the low power of a microscope. Agglutination 
be hastened by and by gently the 


Naked: eye! ‘method This method be 
relied upon when a mic ‘is not available, Larger 
quantities: of blood are mixed with the stock sera; but 
excess must be avoided. . After a few minutes) the 
slide is examined obliquely tothe light. Agglu- 
tination is ‘apparent if the rag Sanwedene of the drop 
becomes patchy or ‘granular © appearances have 
been te those of brick 
group’ to which’ the sample ‘of blood 
is determined as follows 
b Bo THE DIRECT TEst—By this methed no attemes 
is made: to gtoup: the blood.) of, the: patient, -but ; his 
blood is tested directly against that of the prospective 
donor. .Properly carried: out, the test. is thoroughly 
reliable, and is the: method of choice: when a prospec- 
tive donor.or choice of donors is.at hand. or ,this 
it is necessary to test the serum of the recipient against 


Two drops of blood from 


the recipient's finger or ear prick are taken and.drawn 
into a, capillary. tube. . When clotting has occurred, .a 


CeLtts oF Donor 


Group'O” ‘Relative members of 
IV) in prages 
AB 5% ri 


° Group 


1st 


TL IV = Number of group according . to classification of Moss. 


of the Clear serum is ‘transferred 
microscope slide.' Then a minute quantity of the whole 
blood from the donor is mixed with the serutiy and 
the occurrence of agglutination . is investigated as 
already described, either by the paneer or sane 
eye’ method. 

Methods of transfusion—-The success of dhe: 
cedure depends on the following —— > 

(1) Selection of a suitable: donor. Donor must 
be healthy and free from all transmissible and consti- 
tutional» diseases: Wassermann reaction of his blood 
must be done and: the same donor must not: be used 
repeatedly for there is chance of anaphylactic shock: 

(2): Matching and: grouping: should be 
according to the details mentioned. 

(3) Apparatus required: ‘For collectioni‘ of the 
blood, a‘narrow-niecked bottle or flask should: be used, 
The blood is led through rubber tubing: directly into 
the bottle and is administered therefrom to the patient 
the ‘risk of contamination reatly reduced. 

Anti-coagulation solution —The blood ‘is ‘allowed 
flow’ into a ‘bottle containing per cent: Sodium 
Citrate solution with triple distilled water and usually 
otie' part of Sodium Citrate is mixed ‘up! with nine 
parts of blood=~(say) in a 500 c.c. capacity ‘bottle— 
there will be 50 and 450: 
of blood. 

the citrate’ solution, sterilized and’ ready’ for 
and hospital laboratories are following ‘this 
example. Nitertiatively the’ bottle containing’ citrate 
can be atitoclaved before 
lized independently." 

(4) Withdrawal ‘of the blood. large 
intravenous needle with a suitable 
tubing fs used for the withdrawal of blood a a 
bottle. The incorporation ‘of a glass connection close 
to the needle asuseful adjunct. The’ tubing .is 
attached to one of two» jshort oglass tubes passing 
through a rubber-cork; The. other tube acts as an ait 
outlet, to , the bottle during the collection of blood. 

 F iltration—some form. of filtration of the blood 
is advisable, small clots frequently form during col- 
lection and these are liable to’ bléck the needle or can- 
nula. “Gasmantle’ filters and-filfers made of stainless 
steel gauze may serve the purpose. 

“The ties "ot the “table with His 
arm at his side or abducted with the, hand resti 
a’ small table, A inflated 
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to 60 min. shouldbe used as which 
a rubber catheter is an effective substitute, but care 
must be taken that it is not’ applied tightly ds to 
impede the arterial flow. The skin is sterilizedwith 
or, spirit ;iodine is, avoided as.it,tends to, obscure 

e veins, Some. citrate solution is run through the 
bber tubing and needle .to prevent, clotting of the 
lood. A, suitable vein in the cubital region is selected 
and a small injection of local anaesthetic is made in- 
tradermally over the vein to cause temporary insensi- 
tivity of the skin. ‘Then the needle is inserted slowly 

and steadily into the vein—but better still when a 
small nick is made in the skin witha finer bladed teno- 
tomy knife.’ As s06n 4s’ 'this is ‘a¢complished, the 
spring clip is ‘released; blood should then flow steadily 
through the: tubing into the ‘bottle; which. is gently 
swirled by an assistant to ensure thorough mixing of 
‘the blood \and citrate. The donor opens and closes 
his: hand rhythmically throughout ‘the: collection.) It 
is not advisable ‘to take ‘more than 1 pint of blood at 
one time from an individual donor: 

Administration of the blood—As ‘already: stated, 
the blood is administered directly from the ‘bottle into 
which it has been collected... , 

. In many cases it may. be possible to administer the 
blood by intravenous ‘puncture, but where the veins 
are too collapsed for successful insertion of the needle, 
or when the flow is found to be unsatisfactory, it will 
be necessary to in a cannula. 

An alternative apparatus for administering the 
blood is described below... The blood is collected into 
a conical flask and is administered under positive pres- 
sure supplied by a hand pump, Great care must be 
taken that air does not enter the vein when the flask 
in to 
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BLOOD TRANSFUSION 


Non-hzinolytic reaction. 


‘(a)’ NON-HOEMOLYTIC REACTIONS “até also 'refer- 


occur with relative frequericy but fortunately are rarely 


abnormal sensitisation'to the proteins of the transfused 


‘soltition ‘have also been ‘held respons 


be made into the superior longitudinal sinus through 
the anterior: fontanelle, 

Transfusion of Stored Blood—The great demand 
for large quantities of blood which occurs when\ many 
casualties have to be dealt with in a short time ‘presents 
a considerable problem to a transfusion service. To 
meet this “blood banks” have been formed in which 
large quantities of citrated blood are stored ‘for imme-" 
diate use. Care: is needed in collection, sterilisation 
and group labelling, but this method has proved a 
Success during ‘aerial bombardment of cities and it 
allows the transportation of blood froni central stores 


to distant battle: areas by aeroplane: ; 
(a): State ‘on preservation—The ‘blood: separates 
on storage into a corpuscular layer which ‘sinks to the 
bottom of the bottle with a layer of supernatant: plasma 
which: shows ‘as clear’ amber-coloured solution. ‘ 
Stored: ‘blood of good quality ‘shows ‘a sharp line: of 
demarcation between ‘these layers.) Fourteen to twenty 
one days’'is regarded as: the safe limit» of storage, ‘bit 
if there is evidence of extensive hzmolysis within this 
6d} the blood is considered to be unfit for adminis- 
ration. Small 'clots in, the blood do ‘not: render it 
unfit for use, as these will be removed by: filtration. 
Turbidity ‘of plasma’ suggests the - presence’ of 
bacterial infection, ahd demands! that the) blood is 
boun(b) Compatibility—The blood banks; which: were 
instituted to meet the emergencies of warfare, carty 
‘a proportionately larger store of group'© blood. 
patient should normally be ‘typed, and ‘blood of) the 
same: group obtained, 
(ce) Administration—Preserved blood is: stored in 
a refrigerator at a’ temperature of 2° to 6°C. It is 
usually advised that the blood: be: warmed body 
temperature before use, by ‘immersing the bottle in a 
basin of water at about 37°C. | sgeyloold 
| Most blood banks supply not only bottled blood, 
but also the necessary delivery apparatus, sterilized 
and réady for use, Filttation is essential to: remove 
,formed ‘during storage. 


if 


is REACTIONS: ‘To BLoop TRANSFUSION) 


“Reactions ‘may’ be classified tinder three headings: 


b) Hemolytic ‘reaction. 


‘ted’ as “anaphylactic” or “common ‘febtile”.’ They 


severe. 
“They are believed to be due to ah 


blood, so that they ‘are more common’ individuals 
who suffer from ‘one of the’ allergic diseases, arid in 
those who may ‘have been ‘sensitized by a previous 
transfusion. .2. Imperfectly cleaned appatatus, con- 
taining! fragments of old “blood clot. 3. i 
‘substances in the water used to prepaze-tie 


Rss, 


Symptoms—Patient becomes 


‘of titiplin pain all oyer the bod¥, and dften of ‘an. 
i “the... face, 


‘oppressive feeling “in the’ chest, 
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lly ascend in the glass tube, the rubber tubing is pinched : 
ne and the pressure is relieved by lifting the cork or open- ir 
33 AND RATE, OF TRANSFUSION 
n- The-amount, of blood, to; be. administered is deter- 
or mined; clinical, impressions, which, shouldbe sup- 
ris ported ‘by: serial blood ;pressure readings, These latter 
te isetve as, guide, to the sufficiency. of , the. transfusion 
ri- and, prevent over-loading of the circulation... One pint 
of blood is the usual, amount .of. massive, transfusion, 16 DIITII — 
|B but upto two pints may be required in patients suffer- 98 ae 
ing from severé shock or haemorrhage. It should be ie 
hoted ‘that ‘the ‘most titgent’ need of such: patients is 
thefluid ‘rather than red cellsand unless’ very ‘severe 
haemorrhage has ‘occurred, it is ‘better to’ give’ a’ com- 
‘bined ‘transfusion ‘of blood and plasma or serum,’ rather me 
‘to overload the’ circtilation’ with ‘unwanted -red 
od: enditulos owt ‘tlt 
"It is advised that ‘blood shoiild be given slowly, 
thée'rate of a pint’ in ‘twenty thirty’ minutes, but in 
severely shocked” patients; more rapid’ administration 
In ‘young children the uantity ity of! blood ‘whic 
tan’ be safely’ relatively small.’ ‘For 
infants the amdunt’ given “should ‘not exceéd 15 c.¢. per =. 
Ib. body weight.’ ‘The ‘saphenous jis’ likely the 
_ vein of choice, but in young infants injection may 
| — — 


urticaria, respiration laboured due to. bron+ 
chial spasm, frequent vomiting arid there may be temi+ 
perature upto 103°-104°F. lo 

All. preventive means should 
thoroughly: ‘explored. and. carried’ out. 2. Patient 
warmed by suitable means. 3. Injection of adrenaline, 


REACTIONS afte uncommon, but 
are to be: sévere, and occasional: fatalities have 
Cause—1. Partial complete hemolysis of the 
red ‘cells: transfusetl. 2) Due :to faulty blood grouping 
or neglect to carry: out the additional’ precaution of a 
direct; compatibility test. 3. 
the transfusion of old stored blood, containing much 
free pigment or large numibers of fragile nos Te 
fitoms-—Immediate ptoms :-—Sympti 

are similar to those described non-hemolytic  re- 
action, but the additional complaint of severe pain in 
the Jumbar region’ most suggestive»of hemolysis, 
ard demands that the infusion should be stopped forth- 
with, as there is a danger of sudden collapse and death, 


if the administration of incompatible ‘blood is continued. 


Treatment of immediate. symptoms—1.. is 
usually due to too: rapid administration of the blood 
and. the patient’s distress: may be completely! relieved 
by reduction in the rate of transfusion. If symptonis 


‘continue, the transfiision must at once be discontinued. | 


‘2. Rigor, vomiting etc. are treated symptomatically. 
3\' For the allergic manifestations, adrenaline has a 
‘specific actidn im 2 ‘c.c. dosage by subcutaneous route. 

Delayed symptoms—The late reaction usually 
‘appears. within a few hours of the immediate reaction. 
It is ushered in by jaundice and \ hemoglobinuria, 
‘resulting | from massive hemolysis of the .donor’s 


corpuscles. Renal: insufficiency may occur from 


bloc of the renal tubules with a pigment, of the 
hematin! order.» Complete anuria may result, if 
‘unrelieved, will:cause death from uremia. 
» Freatment of delayed  symptoms—1.'. Massive 
alkalinization of the urine, as the hematin pigment 
tends to be precipitated in an acid medium (3 per cent 
Na Citrate» injected) into circulation or with rectal 
Saline). 2... Large quantities of fluid should be given 
to diuresis,,,,3..,The, patient should be cathe- 
terised at hourly intervals, so. that the. state of urinary 
secretion can be assessed. 
REACTIONS .are1, Cardiac failure. 
causes in the lungs a fatal pulmonary cedema, 3... Air 
embolism—due to faulty technique. 4. Syphilis—if 
donor’s blood is infected with Treponema pallidum. 
dthesus, Factor—Recently the. Rhesus factor has 
been. shown, to. be present in. 85 per cent of human 
blood.and in. 100 per cent Rhesus monkeys—hence 
name, The | human beings: who are 
Rh—are prone to develop. antibodies as result of 
transfusion with R+blood ; so too is a nt 
~woman-who herself is Rh—, but whose foetus is Rh+. 
Then Rhesus antibodies are capable of giving rise to 
-hemol As Uhitby points the 
fion of the’ Rh factor requires special technique, bi 


4 


‘Occurs, usually after 


2,, Acute; pulmonary cedema—excess fluid introduced 


Rh+ dorior must be used. The only practical method 
of making use of the knowledge at present available is 
to be especially’ careful when transfusitig pregnant 
womem ry 
GENERAL PREVENTION oF ALL Types oF ReActrons 
1. Serupulous cleansing of the apparatus. 
Use pyrogen-free distilled water for the 
reparation of citrate and other solution and for wash- 
ing through the appatatus. 
‘Careful grouping of the blood. 
_ 4. The performance of a direct compatibility test. 
avoidance of over-age stored blood. 
or SeruM TRANSFUSION, 
Plasma or serum jis ideal for transfusion in 
patients suffering from shock or where 
the greatest need is for fluids rather than for whole 
blood, the corpuscles of which would. be an additional 
‘burden to the ‘circulation. Such fluids: are vastly 
superior to saline, for, by virtue of the protein content 
and the consequent osmotic pressure exerted, they not 
only restore,* but also maintain the volume of the 


-. (a), Shock—Infusion of plasma which tends to be 
held in circulation rather than pass into the tissue 
spaces is the most effective remedy available at present. 
b) Severe burns—Plasma is the rational fluid to 
introduce into the circulation because there is hamo- 
concentration... 
(c) Hemorrhage — While transfusion with 
j d blood is ideal unless the hemoglobin is below 
percent, a plasma infusion is usually as effective 
as a blood transfusion. 
Plasma or serum are supplied in two forms— 
{a) Fluid plasma—which can be kept in a refrigerator 
t four months at 40°C. (b) Dried plasma—can be 
kept at room temperature ; dried plasma is recon- 
stituted by dissolving gr. 30 of powder in 400 c.c. of 
prrogen-free distilled water. Vigorous shaking for 5 
intutes is necesary to dissolve the desiccated plasma. 
~~ Plasma and serum have further advantages over 
whole blood in that they can ‘be stored safely over a 
‘much longer period of time, they can’ be transported 
over long distances and can be transfused without 
‘or cross agglutination tests. 
Continuous “Drip” TraNnsFusion 
en desired, large. quantities. may. be , transfused 
»slowly. over a) prolonged period. It is an excellent 
practice to. combine. the administration of whole blood 
with, that of saline. solution or plasma. Flask contain- 
‘ing 'the, respective solutions should be connected and 
the two solutions can then be administered either al- 
ternately or concurrently. | For the reasons already 
given, the, surgical. patients. have usually a_ relatively 
gteater need for fluids than for red cells, and it 8 
preferable to employ such combinations to: administer 
‘whole blood throughout. Furthermore, special apparatus 
,is:required for the continuous.administration of whole 
sblood, as provision, must, be..made for oxygen to be 
bubbled h. the. blood. to, prevent. sedimentation 
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"BASIC RESEARCHES IN’ AYURVEDA” 
D. N. BANERJEE; (cat.),; mw. (sERttN), 
Professor of Pat logy, R. G. Kar Medical College, 


INTRODUCTORY 


We must first of all know, from ‘first-hand ex- 
jence what is there and what is not there in Ayur- 
yeda. Before that, to complain of imaginary wants, 
or press exaggerated claims will not be wise. 
real worth of Ayurveda must be assessed first. 

It is a known fact that Ayurveda has passed 
through serious phases of degeneration and tribulation 
during the last 4,000 years or more. We must not 
take that into our account in our present ‘task as it is 
the inherent business of the eternity of time to cause 
poner and that not only with a particular science but 
in all phases of creation as well as of nations, empires 
etc. We must also not be carried by any sentiment 
as regards the past glo of Ayurveda, we os every 
Indian should rightly, feel proud of that, e must 
restrict our study to the Ayurvedic literature as extant 
to-day and not what she had at the time of her glory. 
_. It is my firm conviction that the present day avail- 
able literature is still very rich and the basic medical 
sciences, viz., chemistry, physics, biology, anatomy, 
physiology, pharmacology, pathology, clinical medicine 
and therapeutics, on which we are particularly con- 
cerned at the present moment, can undoubtedly stand 
the. scrutiny of modern sciencés. 

The statement of the Indian Medical Association 
in their memorandum to the Chopra Committee is that 
“Ayurveda of to-day has got no scientific surgery, mid- 
wifery, gynecology, pediatrics, juris, hygiene, patho- 
logy, bacteriology, etc.. It has neither scientific ana-. 
tomy, physiology, pharmacology nor physics, chemistry 
and biology” is absolutely. unwarranted and_ reveals, 
_ ignorance on the subject by the framers of the, 


Tue Scueme vor Researcu 


The first line be one in 
Ayurveda will be made up-to- on pure ayurv 
line ‘of approach and that not by the process of-amal- 
gamation or synthesis but by a process of vital absorp- 
tin of material from all other systems of medicine. 
°K sort’ of amalgamation and synthesis of Ayur- 
véda anid modern science is in ‘vogue during the last 
30 years or so and’ an extensive trial has been given 
' to this attempt in all the ayurvedic institutions all over 
books have been: prepared, on anatomy, 
physiology and also on clinical subjects by learned: 
Workers but the result is extremely deplorable. 


Process ‘or Vitat. AssorPtioN or 
..FROM ALL OTHER SysTEMS OF MEDICINE 

The living requires food. in order. to live, 
Hetice this body as annamaya. sharira 


dependan food.) It is curious, this food 


in case of the hurhan beirig. -All the proteins, carbo- 
hydrates, fats, vitamins, salts and even water we take 
as food or drink are foreign substances being derived 
from other animal, vegetable or mineral sources. The 
water we take as drink or with food substances is not 
the same as our body water. One wonders that human 
life is dependant on foreign substances. But nowhere 
and in no time any minute trace of these substances" 
are taken up by the body as such. They are broken 
down into’ elementary bricks of aminoacids, glucose, 
fatty acid etc. and, reconstructed into human. protein 
ete. by the, process of digestion, the essence of this 
product of digestion is then absorbed, and waste is 
thrown out. The food is thus converted. into , the 
body’s. own substance and assimilated as the body 
material peculiar to that living being, animal or vege- 
table—satmeekrita in terms of Ayurveda. 

This is the every day process of vital absorption 
of materials from the animal, vegetable and mineral 
kingdoms into the living body. We may compare 
Ayurveda with the living body ( moribund at 
the present moment) and all other medical sciences as 
foreign substances available as food. All these mate- 
rials must be 

(1) Scrutinised to separate the edibles from 
non-edibles ; 

(2) The edibles are to be presented in a form 
suitable ‘to be eaten. As Ayurveda is in 
the stage of moribund invalid the. diet 
must be adjusted appropriately allowing 
full diet where suitable. “isi 

. (3 This material is then to be digested, essence 

separated from the waste, and that in 
terms of ayurvedic line of approach; 

(4) The essence is then assimilated by the pro- 

sae cess of vital absorption. 

According to my conception, this is the only wa 
and the only. right way for Ayurveda to be made up-to- 
date, and we may take our lesson from our every da 
absorption of food as well as from the history of poe 


' tural heritage of India which has absorbed all cultures 
' introduced into India by foreign settlers through all 


es. 
* In order to achieve this end all the ayurvedic . 
materials must be collected, correlated and integrated 
with those of modern science as also Unani and Siddha 
systems in terms of Ayurvedic line of approach. This 
integrated material must then be absorbed and assi- 
milated into Ayurveda as is the rule with every branch 
of science. Ayurveda, thus, will be made up-to-date 
and text books prepared under each subject. 
We'may consider the other side of the shield at 
the same time. The modern science, in order to be 
modern, study and incorporate in its corpus. the truth 
whatever might be its source. The panchamahabhuta 
ridosa doctrine, the Rasa-V eerya-Vipaka 


a day will and that within a period of 10 years 
humoral theory of the : dominate over 
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cory, the theory of Caya-Prosara-Prakopa, dosa- Bad. 
dusya union, and the theory of dosa-dusya disunion Gee 
and maintenance of equilibrium of the dosas are bound Bi | 
to be studied world scientists and I can > 


modern conception on’ pathology and: clinical medicine, 
just! as, bacteriology has played the ‘greatest role on 
étiology and: preventive medicine and antibiotics on 
therapeutics: One may rightly dream that Ayurveda 
is destined: not only to Indian’ System of Medicine 
(by integration, absorption, fusion or busts 
System of Medicine. insbirs 


AvuRVEDIC Line OF APPROACH estes 

‘The line of approach ‘is ‘centred round 
the Tridosa doctrine, ‘rather, the .dosa-dhatu-mala 
doctrine.» So much so, 'if Ayurveda’ is depleted of 
Tridosa doctrine practically nothing will remain. » This: 
doctrine dominates allthe branches of Ayurveda viz., 
atiatomy,' emb 
pathology, ‘clinical medicine and therapeutics etc. 


1. Thus Ayurveda Sharira’ anatomy and’ . 


physiology, including embryology. may. be called: the 
science of dosa; dhatu. and, mala .in their normal con, 
the motto /being— 
“the. root -of the body: is dosa dhatu and 
mala” (S.S. 15/3); 
“Vata Pitta Shleshna alone are. the root: 
cause of the origin and existence of the, 


mo} “the body does not exist without Kapha 
Pitta and Vayu as also. the Sonita, e 
be wa being supported by them” (S.S. 
Ayurvedic Nidana i.¢,, pathology and clinical 
medicine may be called the science of dosa-dhatu-mala 
inthe abnormal condition, motto being— 
. (a) “there is no disease without the dosa” 
(S.S, 35/19) ; 
(0) “the disease is, the disequilibrium of the 
dhatu” 9/3) ; 
“they (the dosas when  vitiated cause 
disease and death” (S.S. 21/3); 
@ “the disease is nothing but 
of of he dosa’ 


1/ 

lig} “th only cause of all ‘the a is the: 
dosa” (AH. S. 12/13). 
The ayurvedic Cikista i.e, therapeutics is the 
science of how the abnormal dosa-dhatu-mala could 

be brought toa normal condition of equilibri 
restilts when dosa is_ to its 
equilibriunr (A.H, S. 
-Susruta says, the utility of, is two-fold— 
( eservation, ‘of health, ‘and (2) cure of disease. 
(S. 1/12), For, both these purposes, Ayuryeda re- 
‘the dosas as the prime factors, curiously, 
the same dosas are the agencies to cause diséase. 
se rhe dosas, as the term implies, are indicative of 
which cause yitiation and hence ‘cause 
This y true. But the functions of, 
e dosas are o importance in heal 
well as in 


> 


; 


1 as 


the: dosas ‘for the production’ of all: 
diseases} ‘as’ ‘has already been’ statedio coor! 


BANERJEE 


physiology, pharmacology, 


advantage of. 


line of approach of Ayurveda. 
inldieate side’ by’ side; the difference ‘with the modern 
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“2. vitiation of the 
dosa will n Tt localise in 
and. affect some organ tissue and) also’ the ‘dusya 
before. thé: particular \disease\ is, produced. According 
to Susruta (S.S. 21/41 )othe'stages of aggravated dosa 
has got to pass before the disease is produced are— 
accumulation  (¢ (caya), ‘aggravation (prokopa), spread- 
ing, (prasara), localisation (sthana samsraya), and 
then, production of particular disease (vyakta) which 
can be differentiated (bheda) one from the other 
according to the affected dosa and dusya. This ayur- 
vedic line of, approach may be called as 
being very broad based, exceedingly simple e but with 
wide, application and, peculiar to Ayurveda, 


Lanes. OF AND: THEIR 
_ APPLICATION; EN A ResearcH INSTITUTE) 


_,,It is, again, remarkable that this line of approach 
has given yo fool-proof character to the practice of 
Ayurveda so that in spite of inadequate entrance quali- 
fication, extremely inadequate training and absence of 
any prospect and recognition, the ayurvedic practi- 
tioners command a pits practice and that in competi- 
tion with all ranks of practitioners of modern science. 


~The ayurvedic, lines of research are those con- 
ducted along the line of approach peculiar to Ayurveda 
itself which differs essentially from that of modern 
science, The,methods to be applied for such research, 
however, shall. be the same as those according to the 
modern scientific line by using all. instrumental facili- 
ties available. People very often profess ‘that the 
research in the’ indigetistis ‘systems should’ take place 
according to their 6wn’ methods’ and ‘not according to 
the modern ‘ones.’ This is “undoubtedly accentuated 
from sentimental point of view but a ‘scrutiny of ayur- 
vedic literature shows that everywhete it’ is’ repleat 
with. highly scientific’ truths which: must have been’ 
based on high grade ‘research anid not from inspiration 


AH. S.. put nowhere is mentioned arly method by which these 
. doctrines have been arrived at. 


One must - find out 
these methods for research first, before desiring to con- 
duct any research on théir own’ methods. 


Tt is a fact that’ whatever might have been the 


it original ayurvedic methods, now totally lost to us, the 
doctrines enumerated in Ayurveda stand, the. scrutiny’ 


of modern ‘experimental science’ and ‘hence. it will be 
right and ‘proper to. conduct research on these ayur- 


' vedic doctrines ‘and that: on ayurvedic line of, approach 


by: methods’ of modern science ‘by using the modern. 
laboratory, instruments, wards and.- clinical material, 


The modern developments of the biological. sciences, . 


and: must be taken full 


In the dimes. to some 
broad lines of. research on Ayurveda—its basic 
sciences, particularly anatomy; physiology, .pharmaco- 


logy, pathology, clinical, medicine as 
I shall also try to 


line ‘of approach.’ Everywhere’ it will be evident that 
how the ancient sages ( ishis) came, to formulate these 
doétrines; ‘remains obscure as ‘no ‘details of! the techni* 
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qué or methods émployed: to atrive atithe conclusions The dhatus,are ialso, required!to: be ,identifi- 


have anywhere been ‘mentioned. I) may, (very. gladly 
mention. however, that\ ‘none ‘will be happier, than my- 
self if this statement’ ofmine comes) to; prove untrue 
and. the methods how these doctrines have been formu- 

Tae Ling or Research), 
ayutvedic lite lof in whieh 
searches. are tb be ‘to made Ayur+ 
veda up-to-date shall be the 20. 
The panchamahabhuta fundamen- 
tal-_principle of basic’ sciences’ of the Hindus, 
The tridosa doctrine-—the basis’ of all-branches 


wit 


3. Cor-relation and interpretation of terms as 
used in Ayurveda Sharira to that of modern anatomy 
and physiology. 
4, The. Rasa-Veerya-Vipaka theory—the basis of 


= 5. The theory of caya-prokopa~prosara—dosa 
diisya ‘union—+the ‘basis of pathology and clinical 

6.’ ‘The theory and» practice of methods (drugs- 
diet-actions) leading to dosa-dusyadisunion and main- 
teriarice ‘of equilibrium :of the dosas--the fundamental 
principles of therapeutics. 

Every line of research on Ayurveda, must be con- 


ducted in, terms of.(1)) the doctrine.of panchamaha- 


bhuta, and (2) the doctrine of dosa-dhatu-mala, Any 
diyiation this line will be Here 
lies the fundamental difference in the lines of research 
between Ayurveda and modern science. The methods 
of..research, however, shall and right! be the same. 
That will, again, be. of great help in making a compara- 
tive. study,.of, the findings arrived at by applying the 
modern methods and technique... - 


ANATOMY AND Puysiotocy 
The subjects anatomy and physiology have been 
differentiated as separate sciences only during the 17th 
century.» Before: that period: time of the 
Arabians; Romans, ‘\Greeks, Egyptians, Chinese and, 
the Hindus ‘there had: beenno ‘such, differentiation,, 
Hence Ayurveda shareera means both anatomy and 
physiology intimately connected together. 


RESEARCHES IN- ANATOMY 


terms of Ayurveda are: 
(1) ‘Three dosas—Vayu, Pitta and Kapha. 


(2) (a) meda 


asthi, majja and: .sukvas-(b) 3/malas++feces,,urine, | 


sweat. betas 2 fils on plist Of 
(3) Organs and tissues—e.g., skin, membranes, 


spleen, liver, lung, heart, kidneys, bones, joints, 


muscles, blood vessels, nerves’ ettc. 
See Susruta—Sh. 5/4 and As: Shv'5/28.-) 
Lines Research-(1) The: are imaterial 
substances forming body constituents. They must, be. 
identified first as, we have already mentioned, the whole 
science of Ayurveda rests on the doctrine of Tridosa. 


‘Fhey are! apparently not exactly the same thing 
as chyle,.)blood,, flesh, fat, bone, marrow, and sémen 
of,modern terminology as all the dhatus are said to be 
circulating throughout) body. including the asthi, majja 
and. sukra, |, Further.is rakia the same thing as what 
we mean) in; modern, language by the term “blood”? 
What is rasa in, modern language? 

1» (3). The organs and. tissues as indicated by the 
ayurvedic, terms, and: their number and. location must 
be identified .in terms of. modern -anatomy.. Unless 
this is, done the ayurvedic terms will, have no signifi- 
cance in, the study of pathology, clinical medicine and 
therapeutics. On the, other hand, as they are 
identified in, terms of modern anatomy, the descriptive 
anatomy,as found in modern.text» books can imme- 
diately ‘incorporated and integreted into Ayurveda 
where. this is: undoubtedly, lacking, 

Nearly. all, the. important anatomical terms \of 
Ayurveda require to, be properly. identified—viz,,. the 
ifferent layers of, skin, kalas, pupfusa, unduka, -hrdaya, 
asaya, antra, urkka, srotah, kandara,. jala, kvrcha, 
rajju,-sibani, Sanghata, seemanta, snayu, peshi, marma, 
shira, dhamans etc. (see.S. Sh,5/4). The interpreta~ 
tion.given in modern ayurvedic text: books on the above 
anatomical terms.are, mostly. fallacious, 
(4). Relation. of Panchamahabhuta\ and Anatomy 
and physiology—-Researches to be done with a view 
to confirm the statements of Caraka (C.Sh:7/11) and 
Susruta (S.-Sh, 1/20, about .the: different: parts 
of the body. being constituted predominently of either 
prthivi, apa, teja, vayu, or akasa, and their functions 


regulated. accordingly 
“RESEARCHES IN PHysIoLocy. 

(1) The Dosas—The physiology of Tyidosa 
forms the basis of Ayurveda. During the last 50 
years numerous Tridosa Churcha Parisats had taken 
place... A. large. number. of books. by learned: aitthors 
have. been dealing ‘exclusively with physio~ 
logy .of ridosa. .. In ..every,, ayurvedic: conference; 
either, central, or, provincial, physiology of. \Tridosa 
forms.a separate subject.for discussion andi that year 
after year for spite’ of that, ‘basic 
ideas on this subject are still extremely fluid amongst! 
the vast majority of the ayurvedic teachers. 

The physiology of (2) the dhatus and malas and 
(3) the organs and tissues is to be reorientated and 


integrated by. adequate research. 


It has also been suggested by very responsible 
ayurveda as well as of modern science) learn the 
modern anatomy, and modern jphysiology let them 
bifurcate’ in. their. clinital course—a sort of amalgama- 
tion ‘in’ the ‘preclinical course. Will that be of any 


The integral component: parts of the pe” > n°) Jearned quarters that let all the medical students 


‘use to’ the ayurvedic student? Far ‘from it Let me 


explain by citing an 
-Let.me take’ the first. two lines’of (Jwara Nidana) 


in Madhava, Nidana,. the, standard.text book which 


every ayurvedic student has got to learn. ese run 


us: 


der 


= & 
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Phat isy die’ to faulty “intake of food °or by<faulty 
actions, dosas enter into amasaya’ and by forcing out 
the kostagni. and: following the rasa, cause fever. 
» oHere three anatomical terms+-dosa, amasaya and 
kostha, and three physiological terms—dosa, \agni and 
rasa’ are used. Several ‘pathological ‘conditions’ viz.; 
what is meant by faulty intake of food arid faulty action, 
how they cause vitiation of the dosa;'why'and how the 
dosas entet amasaya, how and’ why the dosas present 
in @masaya cause the kosthagni' to come out, what is 
the relation between amasaya and kosthagni,; how is it 
that the kosthagni prefers to follow rasa athongst all 
other things and ‘how it causes fever, what’ is’ ‘the 
normal process going’ on in these’ anatomical struc- 
tures what is the abnormality taking’ place during 
fever, and: many such quéstions like this requite’ an 


We thus find that thése two lines’ ‘de: “the 
pathogenesis of fever entails a host°of enquities.’ This 
however is only the summary of what ‘Cataka 
described in detail 
Now Suppose ‘a committee is formed’ consisting 
of one best professor of modern anatomy, one of phy- 
siology and another of pathology to answer’ these ques- 
tions. With all their’ knowledge ‘of modern science 
they will invariably fail ‘to answer any’ question, only 
because ‘they ‘do’ ‘not: know the ‘ayurvedic line’ of ap- 
proach. :Itvisextremely unlikely that they will suc- 
ceed in! answering any ‘of the’ quéstions’ even if the 
services of a pure ‘ayurvedic scholar is placed to help 
them. Here. also atiy attempt at amalgamation or 
synthesis’ will’ invariably fail. The above ’ passage 
me not an isolated one to ‘be 'tised as an’ 
illustration, This is true with every. passage from 

mobnt fo iq. | 


Ta) 


off 


This! subject’ deals ‘with’ stibstances 
side the body and’ taken ‘by the ‘body as 
cines,' All these substances are panchabhautik ds also 
the \Tvidosa inside the body: The’ phariiacdlogical 
action ‘of drugs ‘in terms of ayurvedic line of ap} roach, 
is ‘not. their ‘composition ‘consisting ‘of alka- 
laids, glucosides etc. but consisting of 'prepondérance 


2nv 
re 


of one ‘or more: of the panchamahabhuta,.and not 


through their actioh of the ‘heart, kidney, uterus, ner- 


system etc) but’ on dosa, dhatu, and mala, which, 
again, in their turn are all: panchabhautik, - 

‘Any research ‘ot’ modern pharmacological line of 
approach will not be of any use to Ayurveda) But 

ey are undoubtedly to be used to determine the 
methods, now lost ‘to ‘us, by ‘means of Which the ancient 
rishis' determined. the xasa,.guna, veerya, vipaka, and 
probhava..of thousands of, such,.substances. including 
the dozens of varieties each of our food materials viz., 
water, milk, curd,. buttermilk, ghee, oil, honey, sugar- 
cane, liquors, urine, paddy, meat, fish, fruit, vegetables, 
flowers; 'salts.etc, as described, by, Caraka (C. S. 27th 
Chapter) and Susruta (S.S. 45th and 46th Chapters). 


in | AND.» CLINICAL | 

3 _ MEDICINE goloiegdg, be 
“Here lies virgin and a’ vast field for research. 
The subjects to, be, studied immediately are—. 
eortelate, the, eitiology and pathogenesis 


of each disease in terms of 


owery., vast subject , for 


éortelate the temperature (prabrii) 


of individuals and ‘their susceptibility or 
‘otherwise to different: diseases and. their 
interpretation in terms of modern science. 


3."To “prepate ‘charts’ based on ayurvedic 


method of case-taking and the method of 


Meth the clinical’ findings and their 
“modern methods and to express them in a 
important ject. Mik 


re the ayurvedic doctrines and 4 compara- 


explo 


tive study of’ the ‘clinical'material by: using the modern 
methods’ in vogue in the wards and laboratories. 


The ‘following instruthents, apparatus and. other implements ofthe “Kerala, 
“| Tnstitute of Radiology”, Calicut, founded bythe. tate’ Major M. Sarmavare. 
ted 


for purchase: separately, or for being taken over by any member interested =| 


in the 


rout } machine, “The Penetrex Super Model B with all necessar ssa y 


‘and one “Hirtovia “Alpitie Stn’ Ultra-violet lamp 
ukmini Satmia;Kerala:Institute ef Radiology, | 


IO ai 
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"interpretation in both “ayurvedic and 
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IN TYPHOID FEVER 


Diet in typhoid fever had been a controversial 
While 
group of medical men stuck to ‘starve ‘the fever? ‘Others ~ 


recommended a more easily digéstible) diet, Towards” 


the middle of the last century some physicians in the 
West adopted a liberal diet policy basing their argu- 
ments on the newer knowledge of metabolism 
pathology of fevers. But this policy of, liberal diet 


“tony milk modifications may be used. Diet should-not 
‘consist éntirely of*milk. Soon the patient comes’ to 
loathe the sight and taste of milk and in some it tends 


. to cause dyspepsia, distension and constipation. Every 


patient must be considered individually in relation to 
the severity of attack. But milk or milk modifications 
must constitute the basis of the diet and the patient 
must consume at least two pints a day. To this may 
be added sugar or thin barley. The easy availability 


_ of protein hydrolysate-has solved the problem of sup- 


plying proteins to patients who cannot stand milk. 


Imust be judiciously spaced. Altera- 


diet are necessary according to the abdominal 
on of the patient. The stools must be watched 
le rs presence of undigested curds and the abdomen 


examitied ‘daily for the occurrence of distension. 


"Either event is an indication that the milk should be 


cul ot be aplied to typhi fever pag or or given for a time as 


of this century. Restricted diet in typhoid ; fever had 
strong advocates. They displayed ‘the’ 


in the small intestine with their bases and argued that 


whey. 
The aim of a liberal diet is to give the patient a 


food in any form would precipitate the two: fatal. com-":- diet of 2,000 to 3,000 calories or at least 20 calories 


plications—perforation and hemorrhage. They even | 
deprecated any intestinal movement. The result was 
starvation with intake of water only. ;Naturally, the. 
patient -had. to live .on his, own, toxemia, increased, . 
generalised wasting was common)ard complicaticns 
still came. 


_. Even now it is not clearly. understood that febrile 
illness does not hamper digestion to such an extent 
that it would prevent the digestibility and absorption 
of light food. With such a diet there is very little 


chance, if at all, to increase the temperature. This 


food when it reaches the typhoid ulcers is in _com- 
pletely fluid state, so there is little ‘possibility of any 
physical injury to’ ‘the til¢ers. Moreover, starvation’ 
means protein loss from the body in addition to the’ 
_ destructive action of the’ toxins’on the proteins, “The 
body supplies these proteins from its tissues and thus 
directly helps in thinning out the ulcer bases. .So in 
starvation the ‘chances. of, are, than 


seems to be the’ food 


per ‘pound of his expected weight. Chaudhuri, whose 
‘article ‘is ‘published elsewhere ‘in this issue, has given 
a diet chart in a tabulated form in which he has spread 
the menu in an attractive matinér. It ig Shown that 
‘the diet, should not Be entirely fluid’ when it enters 
the mouth. Solid food in any form is a pleasant 


change and keeps the condition of the mouth better. 


He has also shown how the routine feeds of every two 
can be’ changed: . 


dealing with enteric fever. Many patients dislike the 
“sight Of any food whatever it may be. Here comes the 
question ‘of good nursing’ which is so essential when 
patience iis taxed to. the extreme. To pursuade such 
opatients, to take 'the full quota of calories is no easy 
task and at the same time to prevent diarrhoea, vomit- 
ing .and tympanitis is often difficult. The physician 
has got to make skilful changes in the menu from day 


with the light food... to day and this combined with efficient nursing can 


only perform this ‘difficult job. icine 
“With the proper feeding the clinical picture 


of choice. It is also a complete food in itself. It loses 
vitamins during heating and pasteurisation, but this 
deficiency can readily be made up. To avoid mono- 


bed-sore, coma vigil, delirium, subsultus tendinum, 
hict ituted t hoid ict of the 


§§~ 


q 
‘ 
appears different from te Classical gs 
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ILM.A. 


ipast have been miuch less frequent:”? On the: whole 
fit-should be the physician’s aitti to see, that the patient 
‘leaves ‘his: bed at'the end of his.tynhoid attack, weighing 
“vas muchas, if, not more than, when he entered it... This 


EDITORIAL. 


wo No, 
may be difficulf ifariftom) impossible and it 
is an ideal that should be easier to achieve in this a 


country where niilder attacks’ ‘of typhoid 
fever are the rule.’ 


Indian 16:43, 1948," | 
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10 to P.M Session, of the All-India Medical. Conference ilver Séssion) 
-Opening Ceremony of the Extibition-Main Pandal. tote 


the A.M. to ‘Medical Licentiates’ ‘Conference—Open Main Pandal. 


Main. Pandal. 


7 


Session of the ged Indian’ ‘Radiological’: Congress and Inauguration ot 


5 P.M, P.M.—Ina 
Bose Memorial Lecture—Main Pandal::: 


forts 


the 26th December, 1948: 


9 AM. to: 42 Session of the All-India. Medical . “Conference —Main of 
2-30 p.m. to 4-30 “and the ‘Annual’ ‘General , Meeting of the "Carditogical 


2:30 to’ 430 Medical’ Conference—Open Session—Main Pandal, 


“9 AM, te; Medical Conference—Open | SessionMain Patidal. 
6 P.M. to 7-30 _ Joint, Session of All-India 2 Medical Pandal 
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